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ORIGINAL ARTICLES 


RECENT VIEWS ON ALIMENTARY DIS- 
TURBANCES IN INFANCY.* 


Isaac A, Ast, M. D., 
Chicago, Ill. 


Instead of making a regular address, I 
thought I would speak informally on some of 
the problems concerning alimentary disturb- 
ances in infaney which have been confronting 
us for the past few years. It is a well known 
fact that the study of alimentary disturbances 
in infaney is of rather recent origin. The an- 
cients knew nothing about them. They re- 
garded their large infant mortality as a matter 
of course and wrote very little about it, except 
on such matters as the necessity of breast feed- 
ing, bloody flux, ete. It was not, in fact, until 
the late part of the eighteenth and the early 
part of the nineteenth century that anything 
of genuine significance was done in connection 
with the study of alimentary disturbances. 

Of course, as medicine progressed, these 
studies developed. Thus it happened that the 
first intelligent discussion that we have of the 
alimentary disturbances occurred about the 
time when the study of cellular pathology be- 
gan to make its rapid development. The early 
studies of the gastro-intestinal diseases were 
coincident with the time of Rokitansky. Prob- 
ably the most illuminating contributions on the 
subject following him were made by Kundrath 
and by Wuderhofer, who wrote an excellent 
treatise on the pathology of the subject. These 


*\ddress delivered before the Southern Minnesota Medical Associ- 


ation at Mankato, Minnesvta, November 27, 1917. 





pathologists divided the gastric disturbances 
into Catarrhs; Gastritis: Acute Gastrie Ca- 
tarrh; Chronic Gastric Catarrh; Dyspepsia; 
Gastro-enteritis; Cholera Infantum, ete.,—a 
classification which was adopted by the Ameri- 
ean Pediatrie Society and followed more or less 
closely by physicians throughout the world. 
The pathologists, however, soon came to the 
conclusion that autopsy findings explained but 
little, that they were insignificant as compared 
with the infantile illness. 

Next came the bacteriological era. When 
bacteriology first made its appearance, every- 
one thought that most diseases could be ex- 
plained on the basis of infection by specifie or- 
ganisms. Thus it happened that the most con- 
scientious search was made for the organism in 
gastro-intestinal diseases, both mikd and _ se- 
vere. When finally, however, the bacteriolo- 
gists had exhausted the avenues of investiga- 
tion, such men as Escherich, who was a bac- 
teriologist as well as a clinical pediatrist, 
Booker of Baltimore, Sternberg of the Army 
Medical Service in Washington, and men every- 
where who were studying these conditions, 
came to the conclusion that aside from certain 
infections of the gastro-intestinal tract such as 
tuberculous infection of the intestine, strepto- 
coccus infections, diphtheroid infections, ty- 
phoid, dysentery, and gas bacillus, there re- 
mained a great group of diseases that bacte- 
riology could not explain. 

The next step in the study of alimentary dis- 
turbanees occurred when Czerny classified them 
on an etiological basis. The etiological factors, 
as he saw them were three: 

1. Diseases of the gastro-intestinal system 
due to food disturbances, the most important of 
which were produced by fat and carbohydrates. 
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Thus, according to Czerny, a baby fed on cow’s 
milk might be receiving enough food to satisfy 
its bodily requirements, and yet be readily af- 
fected by an excessive amount of fat in the 
milk, so that it would fail to gain in weight, or 
would develop diarrhea, vomiting, or soap 
stools. 

2. Disturbances of the gastro-intestinal 
system produced by specifie bacterial infections, 
such as streptococcus, staphylococcus, diphthe- 
roid bacillus, ete. 

3. Disturbances due to anomalies of the con- 
stitution. Thus, babies who are born feeble, 
who have congenital heart weakness, congeni- 
tal syphilis, spina bifida, ete., are extremely 
difficult to feed, and are, therefore, easily pre- 
disposed to alimentary injuries. 

Finkelstein with his clinical classification of 
the gastro-intestinal disturbances, made the 
next step forward in the study of these eondi- 
tions. Briefly, this classification, which has up 
to date proven the most applicable from a clin- 
ical standpoint and which will be discussed 
here in detail, is as follows: 

Balance Disturbances, or failure to gain in 
weight. 

Dyspepsia. 

Decomposition. 

Alimentary Intoxication. 

Babies suffering from balance disturbances 
or failure to gain in weight have no fever. 
They usually have soapy stools and a tendeney 
to constipation. They get well if given a fat 
free, or carbohydrate diet. If however, an ex- 
cessive quantity of fat is given for a long time, 
these babies are likely to reach a condition of 
decomposition. Babies likewise fail to gain in 
weight if given an excessive amount of starch 
for a long time. Czerny and others have proven 
that such feeding may lead to extreme atrophy 
and decomposition, or the body becomes hyper- 
tonic and rigid, or may lead to atrophy and 
edema, so that the baby soon becomes water 
logged. Then there is the condition described 
by Finkelstein as the paradox reaction, where 
the baby receives all the food it needs, i. e., 45 
calories per pound of weight, whose diet is well 
balanced, and who at the same time is losing 
in weight. 

The next division in Finkelstein’s classifica- 
tion is dyspepsia, the most important etiologic 


factors of which are improper diet, too » uch 
sugar, too much whey, excessive fat, over/eed. 
ing with unsuitable or improper food mixtures, 
or the administration of spoiled, germ-laden 
milk. Dyspeptie children are very often ‘hose 
who have suffered balance disturbances. ‘hey 
are pale, drowsy, restless, and have disturbed 
sleep. Their minds are clear, so that they are 
sometimes active and fussy. The heart action 
and breathing are usually normal. The weight 
curve is rarely stationary ; usually it is slightly 
falling. 

Every baby has a normal tolerance. In other 
words, it can take no more than a certain 
amount of breast milk, or other food, if artifi- 
cially fed, which, if exceeded, leads to overfeed- 
ing and illness. In artificial feeding, if the milk 
is unsuited to the digestive capacity of the 
baby, even though it be sterile or chemically 
correct, it may cause a dyspepsia. 

Dyspepsia may be produced by infection, 
which need not necessarily occur in the intes- 
tinal tract, but may have a parenteral origin. 
There was a baby in our clinie recently with a 
severe congenital syphilis who had diarrhea and 
was vomiting. We were certain in this case 
that the syphilitic lesion was located outside 
the intestinal tract and that it was producing a 
toxemia which was causing dyspepsia. We also 
had another baby who had a high temperature 
and some diarrhea and vomiting. The food was 
stopped for twenty-four hours, but although the 
stools improved a little, the temperature con- 
tinued. In this instance, likewise, we were cer- 
tain that the trouble was not due to something 
in the gastro-intestinal tract, for the digestive 
disturbances were not in proportion to the 
amount of fever and the severity of the infee- 
tion. Consequently, we made a further exami- 
nation and found that the child had double 
otitis media. The ears were pierced and dis- 
charged a purulent fluid. The intestinal symp- 
toms then abated. Thus it may readily be seen 
that the so-called parenteral or outside infec- 
tions produce intestinal symptoms that are very 
likely to be mistaken for infections of the gas- 
tro-intestinal tract. 

When an infection exists, there is fever and 
diminished appetite. The mucous membrane of 
the mouth is very red. Thrush may be present. 
This disease, which is rarely found in a normal 
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baby, develops only in those whose resistance 
has been diminshed, who are suffering from 
gasiro-intestinal or balance disturbances, dys- 
pepsia, or Worse conditions. 

The treatment for dyspepsia consists of star- 
vation for a period of twelve to twenty-four 
hours. A longer period may result in a precipi- 
tous and dangerous fall in weight. During the 
starvation period, the babies are given water or 
weak tea with a minute quantity of saccharine. 
After this period, they are put on skimmed milk, 
buttermilk, albumin milk, or breast milk. In 
tiding a baby over from a dyspeptic to a nor- 
mal condition, it must be remembered that his 
tolerance has been damaged, so that he cannot 
take care of much food; and such food as he 
requires should be poor in fat and low in sugar. 
If he receives too much food, he is going to de- 
velop alimentary intoxication, loss of weight, 
or show a striking paradox reaction. If he re- 
ceives sugar in any appreciable quantity, he 
will develop fermentation. In short, the best 
diet for his condition is one consisting of 
skimmed milk, buttermilk or barley water, al- 
bumin milk, or, best of all, the specific food in 
small quantities: breast milk. 

An important consideration in regard to the 
giving of breast milk is that the baby’s toler- 
ance for all food has diminished and that he can 
assimilate but a small quantity at a time. At 
the Sarah Morris Children’s Hospital, where 
we have on hand three or four wet nurses, we 
detoxicate the babies who are critically ill, with 
very small doses of breast milk, in some cases 
repeated every two hours. This treatment 
seems to revive a good many. Often when the 
baby shows marked signs of improvement, 
when the eyes regain their lustre, the skin its 
elasticity, and the baby is happy and behaving 
in the manner of a normal child, there is still 
no appreciable gain in weight. This seeming 
backwardness is due to the fact that the child 
is going through what we call the reparation 
period. <A little later, when he has had enough 
food to repair the damages, he starts to gain in 
Weight. 

The next division in Finkelstein’s classifica- 
tion is decomposition. This condition may be 
the result of acute and chronic infections, such 
as syphilis, infantile sepsis, or severe pneu- 
monia. More than anything else, however, it is 
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due to improper feeding, too long continued fat 
or starch diets, or underfeeding. The decom- 
position baby may be described as follows: 

The skin is pale. The eyes are wide open 
and staring. The mentality is norma]. Al- 
though the emaciation is extreme and death is 
near, the baby is still bright and able to smile, 
The face is senile in appearance; the mouth ap- 
pears large; the abdominal walls are thin; the 
pulse is slow. Often the breathing is irregular 
and the temperature is subnormal. Very fre- 
quently these babies have pyelitis or otitis, or 
may show a markedly lowered resistance to in- 
fections. The stools may be tarry, thus show- 
ing a minute hemorrhage due to a duodenal 
uleer. More frequently, however, they are 
soapy and hard, a condition that is due to the 
fact that fat is given in excess. The fat splits 
up into the fatty acids, and these combine with 
the alkalis to form soaps. Two conditions re- 
sult. The body is robbed of its alkalis, becomes 
alkali poor, and is consequently demineralized. 
Secondly, since no alkalis remain to neutralize 
the acids, the latter are present in excess in the 
body fluids, and acidosis may result. 

The most striking feature of decomposition 
is the continued loss of weight, sometimes 
amounting to one-third of the original weight 
of the child. In such a ease, of course, the prog- 
nosis is absolutely bad. Feeding these babies is 
a matter attendant with considerable difficulty. 
After a preliminary period of starvation, which 
should be made as short as possible owing to 
the danger of continued loss of weight, the 
baby may be given breast milk in small quan- 
tities or the albumin milk of Finkelstein. This 
is made by mixing the curd from a quart of 
milk with a pint of water and a pint of butter- 
milk, adding carbohydrate as indicated. Boiled 
skimmed milk in small quantities or butter- 
milk in small quantities may also be used. It 
is important not to give an excessive amount of 
fat or sugar, since fat is always demineralizing, 
and sugar given in excessive quantities, will 
readily change the condition of decomposition 
into active fermentation in the intestinal tract 
and thus lead to alimentary intoxication. 

Alimentary intoxication, the last division of 
Finkelstein’s classification, corresponds some- 
what to what was formerly known as cholera 
infantum. This condition is due to overfeed- 
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ing with improper food mixtures, such as 
spoiled or infected milk, excessive carbohy- 
drates, or sugar. The exact cause of this con- 
dition is at present uncertain. Some think that 
the improper food causes fermentation; some, 
that the food and fat act in some specific way 
on the intestinal tract; while others maintain 
that alimentary intoxication is due to bacterial 
action, in which the organisms damage the in- 
testinal wall and permit incompletely digested 
food products to gain access to the body fluids. 

More babies die of this form of alimentary 
disturbance in the summer than at any other 
time. Whether or not there are any extraneous 
causes producing this high infant mortality at 
this season is not known. The prevailing view 
maintains that the extreme heat reduces the re- 
sistance of the body so that intoxication be- 
comes possible. 

There are nine symptoms: 

1. Fever. 


origin. 


This is usually alimentary in 
Enterie fever tends to disappear when 
the food is diminshed. The baby that is suf- 
fering with alimentary intoxication has usually 
been fed milk mixtures. When given tea or 
plain water for twenty-four hours, the temper- 
ature falls very materially, or in many eases, 
disappears entirely, showing that the food it- 
self in some way, by the changes which it un- 
dergoes, contributes to the production of the 
fever. 

2. Glycosuria; not real, but resembling lac- 
tosuria. 

3. The baby may have albumin and easts, 
showing the toxie effeets of this condition on 
the kidneys. 

4. Stools are ejected forcibly from the body 
with great gush and noise, due to fermenta- 
tion and gas production in the bowels. 

5. Marked loss of weight. 

6. Disturbance of the mental functions. 
First the child is restless and peevish. He cries 
much; throws himself about frequently. In the 
intervals, he shows an abnormal lassitude and 
drowsiness, often reaching a condition of coma. 
As the condition progresses unfavorably, the 
restlessness increases, and the movements of 
the extremities become automatic. As he calms 
down, he shows a statuesque pose. His trunk 
and extremities may become rigid. Oceasion- 
ally he picks at the covers as if in delirium. 
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His face is pinched, and he shows an anxious 
expression. His ery is shrill, and, with inter. 
ruptions, lasts for hours. With this symptom 
the excitation reaches its height. From now 
on, he gradually merges into a state of depres- 
sion. An ominous quiet comes over the patient, 
His face becomes rigid and mask-like. he 
eyes lose their lustre. They may be set and 
staring. Strabismus may occur. The pupils 
are contracted. During this stage, convulsions 
may occur. 

7. Breathing is rapid and irregular, like that 
of children suffering from acid intoxication. 

8. Leukocytosis. 

9. Collapse. The extremities and the nose 
become cold. The reflexes are absent or he- 
The corneal reflex is 
The pulse is hardly per- 


come extremely sluggish. 
diminished or lost. 


ceptible. The heart sounds are indistinct or 
distant. Finally, one or the other becomes in- 
audible. The skin assumes a brownish or gray- 


ish appearance. Death ensues. 

The treatment of alimentary intoxication con- 
sists first of all in prevention. The most impor- 
tant preventative measure that can be taken is 
to feed the baby breast milk ; for, artificially fed 
babies are the ones who succumb most 
quently to alimentary intoxication. Another 
preventative measure is the practice of boiling 
the milk. Such a measure, especially in the 
summer, is not only caleulated to prevent such 
milk borne infections as hoof and mouth disease, 
searlet fever, and typhoid, but will also render 
the milk more easily digestible. In diet treat- 
ment, the baby should be deprived of food for 
twenty-four hours. Then he should be placed 
on a tea diet, to be replaced later by skim milk. 
Sugar and fat should be excluded in these eases. 
Albumin milk or breast milk are recommended. 

If the stomach is irritable or the baby is vom- 
iting a great deal, stomach washing may be in- 
dicated. Restlessness may be treated by warm 
packs or by the administration of one or two 
grain doses of chloral hydrate. Normal salt so- 
lution may be infused under the skin or may be 
given by rectum. These babies may be given 
bicarbonate of soda to counteract the acidosis 
from which they are suffering. Other medicines 
seem to be rather futile, except as they are in- 
dicated by the symptoms. Alkaline calcium 
carbonate is often of considerable value. 
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It might be well at this point to bring up the 
question of the use of laxatives, both for these 
sick babies and for those that are well. Nearly 
all babies are dosed with laxatives. A mucous 
stoo! will prompt a mother to give her child half 
a bottle of magnesia. Fever will be treated 
with one or two grains of calomel. At the Sarah 
Morris Children’s Hospital, we gave calomel for 
a little while to normal babies, with the result 
that they beeame quite sick We also demon- 
strated that after using cathartics, we would 
find free bl@od, microscopic blood, and also find 
blood by the Weber test. If the laxatives are 
irritative, they produce mucus. 

In very many cases, the baby’s bowels can be 
regulated by food. Young infants in good 
health may be given malt soup extract. Older 
children may have fruit for breakfast, for 
luncheon, and for supper. This in most cases 
will prove to be all the laxatives needed. Occa- 
sionally the baby needs a physic, but a laxative 
should not be given when it is not needed or 
when the baby is acutely ill. 


PREVALENT PHYSICAL DEFECTS OF 
OLDER CHILDREN.* 


A. E. JoHann, M, D., 
Minneapolis, Minn. 


Almost without exception, emphasis in pe- 
diatrics has been placed upon the care of in- 
fants, while older children are permitted to de- 
velop as best they may without medical super- 
vision. That the pendulum has swung too far 
in this direction is the belief of many who spe- 
cialize in this field, for unquestionably physical 
defects are more frequent in older children. 

Medical inspection in our publie schools has 
given us the most accurate and comprehensive 
data at present available concerning the nature 
and prevalence of physical defects in children 
of school age. These statistics, although wide- 
ly published and of common knowledge, even 
among the laiety, merit our brief consideration. 
In his report for 1915-16, based upon the ex- 
amination of approximately ten thousand school 
children, Dr. Chas. H. Keene, Director of Hy- 


Read before the Annual Meeting of the Minnesota State Medical 
Assciation, St. Paul, Oct. 11 and 12, 1917. 
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giene in the Minneapolis Public Schools, records 
the following most common physical defects 
expressed in percentages: 
Dofective teeth 2... ccccsseces 33.5% 
Enlarged glands .............;24.0% 
Hypertrophied tonsils .........22.0% 
Hypertrophied adenoids .......17.0% 
Pulmonary tuberculosis ........ 0.2% 

It is not to these defects, however, that I 
would call your attention, but to another class 
of defects of great frequency though usually 
disregarded. 

Nervousness, usually classified as a fune- 
tional condition, is so intimately associated 
with physical defects that it deserves consid- 
eration with them. It is evident to the most 
casual observer that nervous instability is on 
That this 
should be true with regard to children is to be 
expected when one considers the factors of he- 
redity and the ‘‘speeding up”’ process of train- 
ing now forced upon our school children by the 
ever-increasing complexities of civilization. 


the increase in all ranks of society. 


The importance of septic foci in tonsillar tis- 
sues as causative factors in the production of 
chorea and lesser nervous manifestations is 
usually not overlooked, but it is unusual for 
the physician in his routine examination to 
carefully inspect the deciduous and permanent 
teeth for the presence of other foci of infection. 

Eye-strain, so commonly a cause of nervous- 
ness, is rarely considered by the physician and 
more rarely detected by instruments of pre- 
cision. Only the more severe cases of eye de- 
fects are diagnosed by physicians in their rou- 
tine examinations, yet tests which reveal all 
but the more minute errors of refraction may 
be made by the physician with a reasonable 
amount of training and of effort. Unquestion- 
ably, the doubtful cases and those definitely 
pathological should: be referred to the oculist 
for more accurate diagnosis. Preliminary tests 
of vision should be a part of the physician’s 
routine examination and in the case of the 
nervous child should be made with especial 
care. 

There is abundant evidence that in younger 
children nervous instability may be profoundly 
influenced by diet. The disease spasmophilia, 
with its associated hyper-irritability of the cen- 
tral nervous system and with its frequently at- 
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tending convulsions, has been shown to be inti- 
mately connected with abnormalities of calcium 
metabolism. In such cases the complete removal 
of milk from, and the rigid restriction of fat in, 
the diet, are usually attended by surprisingly 
beneficial results. Clinical investigation has 
shown that many of the milder cases of nerv- 
ous instability, not definitely spasmophilic, are 
also greatly improved by a similar milk-free, 
fat-restricted, diet, yet frequently do we see 
such children fed milk and eggs. 

Mild degrees of orthopedic defects are very 
common in children of school age, and most 
frequent of these are weak arches and ankles. 
These defects either are unattended by symp- 
toms, or only by vague leg aches, frequently 
considered rheumatic. The rapid inerease in 
weight which so frequently accompanies pu- 
berty, imposes additional strains upon the al- 
ready weakened arches, and flat feet with their 
distressing symptoms soon develop. Unfortu- 
nately, even when this defect is recognized ear- 
ly the physician usually resorts immediately to 
some form of arch or ankle support, thereby 
restricting muscular action and favoring fur- 
ther development of the muscular weakness al- 
ready present. The resort to rigid supports is 
justifiable only in cases where the child is too 
young to carry out proper exercises designed 
to strengthen the muscles of the legs and feet, 
or in cases where such exercises faithfully prac- 
ticed have proven a failure. It may be said in 
passing, that it is not beneath the dignity of 
the physician to see that his patients are pro- 
vided with properly fitting shoes. 

Stooped shoulders with flat chests and prom- 
inent scapulae are also frequent. Here again, 
resorting immediately to mechanical supports 
is to be condemned. The majority of cases of 
stooped shoulders are the result of muscular 
weakness and, as in the case of weak feet, 
splinting the already weakened muscles only 
conduces to further weakness. Furthermore, 
stooped shoulders may be the result of some ob- 
struction to respiration, or of posture assumed 
voluntarily by a near-sighted child. Obviously 
the treatment of stooped shoulders should be 
directed toward the removal of the funda- 
mental cause ; consequently, shoulder braces are 
rarely desirable. 


Physicians are prone to consider the mvuth 
the exclusive field of the dentist, and fear to 
trespass. Unfortunately, many parents wh» se. 
cure medical attention for their children «on- 
sider dental care unnecessary. The importinee 
of the eradication of septic foci has been 1en- 
tioned. Faulty occlusion and contraction of 
the upper arch of the teeth are frequent, and if 
best results are to be secured, treatment 1iust 
be instituted early, preferably before the sixth 
or seventh year. In the majority of cases it is 
the physician who must recognize these defects 
and induce parents to secure their correction; 
for such children, unless directed by the phy- 
sician, will not visit a dentist until the optimum 
years for orthodontia have passed. The value 
of orthodontia is frequently underestimated. 
For example, many children who continue to 
show signs of nasal obstruction after thorough 
adenoid removal, will be found to have contrae- 
tion of the upper dental arch. In such cases, 
widening the arch and lowering the roof of the 
mouth frequently enlarge the nasal passages 
and serve to correct an otherwise incurable na- 
sal obstruction. 


In the active and rapidly growing child it is 
inevitable that severe strains be inflicted upon 
the circulatory system, and that cardiac lesions, 
both organie and functional, occur. The fre- 
quency of focal infections in the production of 
endocarditis is well recognized. Permanent 
valvular insufficiency usually does not develop 
without warning, for routine examinations of 
the hearts of children affected with rhinitis and 
tonsillitis will reveal in many instances a soft 
systolic murmur audible only at the cardiac 
apex. Such murmurs disappear and reappear 
a number of times before becoming permanent. 
If more frequent examinations were made of 
the hearts of growing children, and rest, in ad- 
dition to the elimination of the source of infee- 
tion, more conscientiously enforced, the inci- 
dence of permanent valvular injury could be 
markedly reduced. Functional cardiac lesions 
are common in school children. Irregularities 
in rhythm, impurities in the sounds (more fre- 
quently the first sound), and systolic murmurs, 
sometimes audible only after exercise, are evi- 
dence in the vast majority of cases of functional 
conditions. The cause of such phenomena is 
usually ascribed to insufficiency of the cardiac 
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musculature and, if this be true, the folly of 
rigidly restricting the activities of such chil- 
dren is evident. These children need gradu: 
ated exercises instead of restraint, and if su- 
pervised, should be encouraged to participate 
in athletie sports. 

If rest is indicated in organic heart disease, 
and exercise is desirable in functional cardiac 
conditions, it is obviously necessary, although 
sometimes difficult, todifferentiate between the 
two. The absence of demonstrable foci of in- 
fection, the finding of a murmur not maximal 
at the cardiac apex, or appearing only after ex- 
ercise, point to a functional condition. On the 
contrary, cardiac enlargement is almost con- 
clusive evidence of organic disease. 

The author is well aware that the topies so 
superficially presented, are not new, but be- 
lieves the importance of the recognition and 
correction of physical defects cannot be over- 
emphasized. The use of drugs merely for the 
relief of symptoms has no place in the eare of 
the growing child, but diagnosis based upon 
thorough and frequent examinations is of para- 
mount importance. To satisfactorily make 
such examinations, the physician must invade 
not only the field of pediatrics, but dentistry, 
ophthalmology and orthopedic surgery. This 
is the obligation of the physician in whose care 
the child of school age is placed. 


DISCUSSION. 


DR. WALTER R. RAMSEY, St. Paul: I am very 
glad to have heard this paper myself, and I wish to 
compliment Dr. Johann, because it is a field which 
is altogether too much neglected, and we have been 
very prone in the past to regard children as simply 
immature adults; and that has been the attitude of 
the medical profession in the past. They simply 
have treated children as immature adults, not rec- 
ognizing that young children have a physiology and 
a pathology of their own. 

I would like to say a lot about this thing, but I 
just want to mention a few words that Dr. Johann 
did not emphasize as much as he wanted to, I am 
sure, in the short time he had. 

The first thing I see in my notes here is the ques- 
tion of teeth. I am quite sure that bad and carious 
teeth in children are among the most common causes 
of bad health, which frequently undermine the en- 
tire constitution of the child. We cannot hold bad 
teeth as simply a thing by itself. It has to do with 
all the other organs of the body. 
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The next thing we must consider is this question 
of tonsils. Just now there is a great disposition to 
leave a great deal to the nurse. We have in our city 
and in Minneapolis a large corps of visiting nurses, 
who go about the schools; and to a great extent those 
women are little, if any, supervised by the medical 
profession. They are allowed a great deal of lati- 
tude; and without having sufficient training many 
times to tell them really what is the real significance 
of the things that they find. 


I find constantly that those nurses are sending 
children home with a card saying that they have big 
tonsils and that they must have them out, and that 
they must have their adenoids out. They could not 
make any mistake in saying that they had bad teeth, 
and that they must have their teeth fixed, but they 
do make serious mistakes here, and there is no ques- 
tion but that this question of tonsil removal is tre- 
mendously overworked; and as Dr. Tuohy said this 
morning it was the open season for gall stones, it is 
certainly the open season for tonsils. 


There is no question at all but that tonsils if they 
are really diseased ought to be enucleated; but the 
simple fact that a child’s tonsils are large does not 
mean that they are diseased, because normally chil- 
dren’s tonsils are large. Some are larger than others, 
but they are all large, and unless those tonsils have 
abscesses in them, unless they are really diseased, 
there is no reason on earth why they should be re- 
moved. 

So that it is a question of the individual case, of 
very carefully choosing the individual case, because 
the removal of tonsils‘is a major operation; it is not 
a small matter. 


Regarding adenoids; that is a different matter. I 
always explain it to people; and they are pretty 
prone to say that it is a fad, too, this question about 
adenoids, but I explain that children have three ton- 
sils, two pharyngeal tonsils and one tonsil up behind 
thé nose, in the pharynx, known as the third tonsil, 
and that when it is large it is an adenoid. It simply 
means an enlarged third tonsil. If it is big enough 
to block the pathway through the nose it ought to be 
removed, because the nasal passage is the normal 
passage for breathing. It obliterates the area, and 
children who do not breathe through the nose will 
surely be defective. They will have coughs and will 
have physical defects, and it will act later on in a 
deforming way. So that adenoids should always be 
removed. Tonsils should be removed only if they are 
diseased and not if they are simply enlarged. 


I do not think we should allow our nurses anything 
like the latitude without supervision, that they are 
having and enjoying now in most cities. I think they 
ought to be more thoroughly educated and better su- 
pervised. 

As to the question of eyes, the nurse can very eas- 
ily, with a little perfunctory examination, determine 
whether children need further eye examination, and I 
think that every child -before entering school, from 
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time to time should have a routine examination of 
the eyes made as to proper vision. 

I remember a good many years ago a man who had 
a studio right next to my office, a professor of music. 
I was just beginning my practice; and he told me 
that he had a little girl, and was very much wor- 
ried about her, because he was pretty sure that she 
was defective mentally, and he did not show her to 
anybody if he could help it. His other children were 
bright, but this little girl was very dull, and he had 
been told that she was defective. 

Finally I saw her, and [ noticed that she went like 
this (illustrating by holding an article close to the 
eyes). So I sent her down to Dr. Williams. This 
was twenty years ago; and he very quickly and 
promptly fitted her with a pair of glasses. She had 
the most extreme myopia, that is, near-sightedness. 
The girl was fitted with glasses, and she was per- 
fectly bright after that, and I saw her recently, and 
she is now an accomplished musician and a very 
bright young woman. 

So that there is no doubt but that there are many, 
many of these children who are thought to be defi- 
cient mentally, dull or backward, who are suffering 
simply from physical incompetence of the eyes. 

Chest deformities are so common that they ought 
to be recognized and treated, but Dr. Johann empha- 
sized that, and I wish to emphasize more and more 
that the best braces for these children are the mus- 
cles, and that of course means physical exercise, 
proper training, and the working of these muscles 
that hold the chest erect, with proper systematic 
deep breathing; and it is perfectly wonderful what 
can be done in a very short time with those children. 


DR. ELEANOR J. HILL, Minneapolis: I feel that 
the condition of nervous instability in children should 
be gone into a little more carefully. There is no 
question but that it is on the increase. In my work 
with school children I find that it is increasing. I 
believe that malnutrition, under-nourishment and bad 
teeth in conjunction with coffee drinking have much 
to do with nervous conditions in children. 


DR. GEORGE D. HEAD, Minneapolis: I have been 
very much interested in Dr. Johann’s paper. In the 
practice which each one of us engages in, we are 
likely to look at this matter of ill-nourished persons, 
whether children or adults, from our own special 
angle, and inasmuch as he did not mention what I 
have in mind to say, I would like to present it just 
as it appears to me. 

In my diagnostic work, all of the factors which Dr. 
Johann has mentioned enter into the study of mal- 
nutrition in young persons and children, although I 
do not see very many of the latter. I want to say 
this, however, that very frequently, especially in per- 
sons from twelve to twenty years of age, this situa- 
tion has arisen in my own experience. It will have 
been noticed by the parent that the patient is losing 
weight, is breaking down under the wear and tear of 
school work or some employment. Some of these 


patients have been put to bed to recuperate fron: the 
exhaustion of their physical and nervous res¢'ve, 
Physicians have been consulted and the diagnosis of 
neurasthenia, hysteria, psychasthenia, etc., has been 
made. In the search for a cause their tonsils lave 
been removed, the teeth have all been looked over 
and extracted, their adenoids have been operated 
upon, the sinuses of the head examined, they have 
been treated as neurotics and neurasthenics and 
worn-out individuals, withcut proper hereditary sta- 
bility, and without proper cell stability, and yet no- 
body has apparently seemed to think that a latent 
form of tuberculosis, which I have called the con- 
cealed type, could be responsible for the whole ¢lin- 
ical picture. , 


Now I agree exactly with what Dr. Ramsey has 
said. I think that tonsils have been much overdone 
in these ill-nourished children and adults, and I think 
the teeth are going to be much overdone. 

What I want to say is this: gentlemen, never for- 
get that tuberculosis is a disease that we have al- 
ways with us, both in children and adults. It is a 
disease that “par excellence,” causes slow develop- 
ing debility, weakness, loss of strength and loss in 
weight. The profession has carried tco long in its 
mind’s eye the clinical picture of cough and sputum, 
sweats and fever and all that sort of thing, as the 
chief clinical picture of tuberculosis. We have both 
in children and in adults, the latent, the silent, as I 
have called it, the concealed tuberculosis which is 
very common. Do not forget this type of the disease 
as a cause of malnutrition, or of nervous exhaustion 
or of psychasthenia, both in children and in young 
adults. It is a very important factor. We have not 
as yet begun to appreciate its importance. 

In many of these children you will not find it un- 
less you test for it with a specific test. Sometimes 
you will find a little tubercular pleurisy tucked off 
somewhere in some portion of the pleura. It may be 
cnly the mediastinal pleura. It may be far down 
close to the diaphragm. It may be only that fluoro- 
scopic and X-ray studies of the chest will show a lit- 
tle involvement in the mediastinal lymph glands. No 
matter where the focus, it can produce a low grade 
fire of tuberculous toxaemia expressing itself in these 
clinical pictures, slow tuberculous toxaemia which is 
making these children and young adults sick. I think 
all of these persons should be studied from this stand- 
point before they are operated on for anything. And 
the same kind of a clinical picture as has been em- 
phasized once or twice can be produced by lues, con- 
genital or acquired. It is a very silent picture. It 
presents itself in such an obscure form that we are 
all the time overlooking it and we are thinking to- 
day too much in the terms of tonsils and teeth and 
not enough in the terms of concealed forms of tuber- 
culosis and syphilis. I do not think, gentlemen, that 
today a child’s tonsils ought to be removed until that 
child has been looked over carefully for concealed 
tuberculosis and syphilis congenitalis. I do not think 
they ought to be removed until that.child has been 
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thoroughly tested, to determine the presence of con- 
cealed tuberculosis and lues. 


There is scarcely a week goes by that I do not see 
a young adult whose tonsils have been removed, who 
is going right downhill with an active tuberculous 
lesicn which must have been present prior to the re- 
moval of the tonsils and, as Dr. Ramsey has said, 
tonsillectomy is a major operation. 


DR. J. W. ANDREWS: I wish Dr. Head would tell 
us how to recognize concealed tuberculosis. 


DR. HEAD: I heard Dr. Andrews’ remarks this 
morning about the tuberculin reaction; and with all 
due deference to his gray hairs—mine are also gray, 
so | can begin now to talk of experience. I have ac- 
cumulated about twenty years of it, so that I can 
talk also from the standpoint of experience. 


I want to say that for twenty years, gentlemen, I 
have studied the use of the tuberculin tests of one 
kind or another in the attempt to use it in detecting 
these cases of which we are talking today, and I 
want to tell you now that of all the diagnostic pro- 
cedure that I have at my command, I value it more 
today than I ever did before and it is nonsense for 
any man to say that it is of no value. It is of the 
greatest value, and especially in children. In chil- 
dren, the simple Von Pirquet test is perfectly harm- 
less and of great value. In adults the subcutaneous 
test, if my technique is followed, is harmless, and 
this is the best method in use of detecting concealed 
tuberculosis. 


Anybody who is making tuberculin tests knows 
that everybody does not react. I have a series of be- 
tween five hundred and six hundred persons that 
have been subjected to the subcutaneous tuberculin 
test with the old Koch’s tuberculin. Not over 55 per 
cent have reacted. None of the persons tested were 
healthy. All came to me seeking advice because of 
poor health. Everybody does not react to the tuber- 
culin test. Everybody has not tuberculosis, either 
concealed or active. We do not know anything about 
it, because we have not tested all the population. 
Largely, our clinical experience has been gathered 
from clinics and places where persons complaining 
have come for examination. Most of our statistics 
upon the subject have been gathered from the Euro- 
pean clinics, a vastly different situation from ours in 
America. If all the individuals in this city were 
tested up today, specifically tested for tuberculosis, 
and tuberculin is a specific test wtihout any question, 
not more than 10 per cent would react. 


What is misleading us then? 
evidence. 
gives the whole life history of the individual from 


It is the post-mortem 
Post-mortem evidence is reliable but it 


babyhood to the grave. When the man is dead and 
you cut him up you find evidence of tuberculosis. 
That does not mean, however, that if you post-mor- 
tem him at sixty and find tuberculosis that he had 
tuberculosis at thirty-five, or if you post-mortem him 
at thirty-five and find tuberculosis that he had tuber- 
culosis when he was ten or five years of age. From 


all his accumulated life history you judge a man from 
the pcst-mortem point of view. This is very mislead- 
ing. Doubtless very few persons living to fifty years 
of age escape some kind of a tuberculous infection, 
but the tubercle bacillus is picked up all along man’s 
journey through life. 

Tuberculin is a specific test for tuberculosis. Used 
with reasonable care, it is a harmless procedure. The 
profession should cling to it and use it intelligently 
and not throw aside as worthless so valuable a diag- 
nostic agent in the practice of a profession in which 
so much uncertainty reigns in the field of diagnosis. 


DR. J. W. ANDREWS, Mankato: Mr. Chairman, I 
do not presume for a moment to differ with the splen- 
did authority who has just spoken, and I am cbliged 
to him, and I am very glad to hear this. But I want 
to right here give a little of my own experience, my 
limited experience, with these tests. 

Three or four years ago when my son, Dr. Roy, 
came with me fresh from college, he had new ideas, 
and we were desirous of diagnosing tubercular cases 
in their very incipiency, before there was any evi- 
dence in the way of physical examination, that is, by 
an examination of the chest, or before any sputum 
was available that we could examine. So we used 
these tests frequently, where there was the least rea- 
son to suspect that there might be tuberculosis, and 
they were nearly all positive, positive, positive. And 
we began to feel that they must be unreliable, be- 
cause they were positive in cases where we felt that 
there was no tuberculosis. 

So we experimented upon our own families and our- 
selves; my wife and myself, my son’s wife and Roy, 
and the girls in the house, the servants, and the office 
girl, and every one gave a positive reaction. I gave 
a positive reaction, and I never had any tuberculosis. 
Is there tuberculosis in my system? Is there evi- 
denec of tuberculosis that I have had some time, that 
a post-mortem would determine? Well, I do not 
know, but if there is, then the test is of no value so 
far as that is concerned. 

If 90 per cent, as some say,—Dr. Head does not say 
that—have had tuberculosis and these tests are posi- 
tive in 90 per cent, we will say that at least half of 
that number have latent tuberculosis. We care noth- 
ing about that. That does not help us in our diag- 
nosis. 

So far as the conjunctival test is concerned, I got 
a little uneasy about Dr. Roy’s eye, it got so bad, 
and yet I have no reason to suspect the least tuber- 
culous taint in him. It is not hereditary, and we 
have never had any symptoms of it. That has been 
my experience with these tests. 

But this coming from so great an authority as it 
does, I am willing to try these tests again. I would 
hate to go through my own family again, because I 
got a little uneasy, but the facts that led up to that 
were, that so many of our patients who came to us 
gave a positive reaction. 
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DR. E, L. TUOHY, Duluth: I fear we are getting 
too far away from the subject matter of Dr. Johann’s 
splendid paper, but this matter of tuberculosis is so 
important that we should be permitted possibly to 
over-emphasize it. I can readily see how Dr. An- 
drews is confused. 

The Von Pirquet is surely of no value except in 
young children. The subcutaneous tuberculin test in 
proper hands is just as surely a good procedure; in 
the hands of Dr. Head with his large experience in 
its interpretation, and his clinical balance, it is most 
useful. If there were no other means of arriving at 
an early diagnosis of pulmonary tuberculosis it would 
be more valuable. Personally, I have come to rely 
more and more upon stereoscopic roentgenograms. 
The chief danger of tuberculin is the likelihood of 
confusion cf fairly effective immunity as meaning ac- 
tivity. 

I noted with interest last summer that the physi- 
cians at Saranac Lake, for example, were not using 
tuberculin nearly so much diagnostically as formerly. 
It was stated that it was not because they condemned 
it, but rather that they were finding other means to 
supplant it. 

With the subject matter of this paper, however, it 
is generally agreed that the X-ray is not so valuable, 
because the parenchyma of the lungs in children is 
usually not affected with tuberculosis. 

I realize that Dr. Head speaks with deep convic- 
tion and from long experience on the diagnostic use 
of tuberculin. It looks to me this way: everyone does 
not wear the same kind of clothes or drive the same 
kind of car; every man has his own individuality and 
the right to come to certain conclusions, according to 
his own methods; one physician is skilled in the elici- 
tation of physical signs; another may be more skilled 
in their interpretation. The writer of this paper tells 
us much that we can all afford to be on the lookout 
for in growing children. 


DR. T. L. BIRNBERG, St. Paul: 
Dr. Head’s remarks on tuberculosis. The trouble 
with the tuberculin reacticn, and the reason so many 
people disagree about it is, I suppose, because they 
do not quite understand what the other one means. 
There are various forms of the tuberculin reaction. 
One talks about one form and the other is thinking 
about ancther form. There are the subcutaneous, the 
Von Pirquet, the Morrow, and the eye test as well, 
and when we discuss the tuberculin test, we say 
roughly, the Von Pirquet test, etc. 

I fully agree with Dr. Head as to the great value of 
the tuberculin reaction, especially in children. The 
Von Pirquet test we use as a matter of routine. It is 
absolutely harmless and painless. It shows posi- 
tively that the patient has or has had tuberculosis. 
Do not forget the “has had.” That is why so many 
adults have a positive Von Pirquet, because they un- 
doubtedly have had tuberculosis. 

But its great value in children in this. 
that tuberculosis is a chronic disease. 


I have enjoyed 


We know 
It does not 


last one day or cne week. For instance, suppose you 
have a little chap four months of age, healthy and 
happy, with a very strong Von Pirquet reaction. 
That child is probably going to die, although he js 
happy and has ruddy cheeks and no temperatur., be. 
cause tuberculosis at one year of age is very ‘atal, 
and because this child is cnly four months old. He 
has a positive Von Pirquet. That means that he has, 
or has had, tuberculosis, and four months of ave is 
no time for “has had.” It means that he has. There- 
fore its extreme value in infancy, and its real value 
in children is because it means there is an active 
lesion. 

Q. What lead you to make this test in a four- 
months-old child? 

A. Roytine. In certain clinics which we take care 
of that is the routine procedure. You will be sur- 
prised how valuable it is. In doing any kind of work, 
we get all the evidence before us and draw our con- 
clusions from all of the evidence and not merely from 
a part. Therefore we use the tuberculin test as one 
of the evidences. 


DR. E. J. HUENEKENS, Minneapolis: I would 
like to emphasize what Dr. Head said about the value 
of the Von Pirquet test. I do it as a matter of rou- 
tine in all of the older children that come to me, and 
I have never had occasion to doubt that tuberculosis 
was present if the reaction was positive with the Von 
Pirquet test. You can prove it by the X-ray and by 
inquiring into the family history. 

I want to emphasize one other point which Dr. 
Johann brought out, and that is as to the value of 
orthodontia. For the last year I have been in rather 
close association with an orthodontist, and I have 
been surprised at some of the results obtained by 
orthodontia. In many cases, where a complete phys- 
ical examination was made, including the Von Pir- 
quet test, and no. organic cause found for indefinite 
nervous symptoms, etc., by having mal-occlusions 
taken care of, all of these symptoms have cleared up. 
That includes many cases of mouth breathing which 
have persisted after the adenoids and tonsils have 
been removed. I think the subject of orthodontia is 
one which we have not paid sufficient attention to 
heretofore. It is comparatively new, and I believe it 
is something which is going to grow. The more we 
study it the more we will become impressed with its 
value. 


DR. D. O. THOMAS, Minneapolis: I wish to say 
a word in favor of tonsillectomy, which has been 
somewhat disparaged this afternoon. I think that in 
many cases the removal of the adenoids alone is not 
sufficient. Where there is defective hearing and 
chronic catarrhal congestion of the nasal musoca, the 
removal of the tonsils, as well as the adenoids, is 
justified in order to reduce the congestion and re- 
store the impaired functions. 





BALL—TIC DOULOUREUX. 


DR. A. J. GILLETTE, St. Paul: I wish to con- 
gratulate the doctor on his excellent paper, and his 
calling attention to the use of braces. It may sur- 
prise you, but really I remove more braces in my 
office than I apply. Take for instance, flat-foot. Filat- 
foot is not a disease. I never allow that to go down 
as a diagnosis in, my office. It is a symptom and may 
be due to weak muscles, a rheumatic condition, bad 
teeth, or it may be due to bad shoes and all that sort 
of thing, but the idea of trying to cure a child with 
flat feet by applying braces, when it is nothing else 
in the world but muscular weakness, is a bad one. 
When you put on the braces you interfere with the 
motion and the natural development, and by and by 
they will get so bad as to require operation to Over- 
come the bad effect of the braces. 

Now in regard to stoop-shoulders—in this case, too, 
I remove more braces than I apply for back trouble. 
Patients are constantly coming in with weak muscles 
and undeveloped chests. The worst thing in the 
world you could do is to put on braces. That is just 
exactly what they do not need. 

And now just a word about tonsils. One condition 
often seen in our office in a case of chronic joint dis- 
ease is that the tonsils have been removed and it has 
done no good. Once in a while we see joints that we 
think are infected from possibly the tonsils and we 
advise their removal, but very seldom does the re- 
moval of the tonsils relieve the joint trouble. We 
have records of just three cases in our office in the 
last twenty years where we can say that tonsillec- 
tomy removed the symptoms in the joint condition. 


DR. A. E. JOHANN (closing the discussion): Time 
does not permit passing in review all of the things 
which have been brought out in the discussion. 

It seems to me that the subject of tuberculosis has 
appealed most to the fancy of the audience, but I 
believe that tuberculosis is after all only infrequent- 
ly detected in children. 

I agree with what Dr. Head has said in regard to 
the value of the Von Pirquet test. I think the Von 
Pirquet is of especial value in children of school age 
in letting us know which children are not tubercu- 
lous. If children such as Dr. Head mentioned do 
not react to it, I feel justified in coming to the con- 
clusion that they have not tuberculosis. 

Dr. Head is widely known for his work in tuber- 
culosis, and consequently people with that disease 
are more likely to consult him. But I would say from 
my own little experience, that in these cases of ill- 
nourished children, surely not over 5 per cent. give 
a positive reaction to the Von Pirquet test. 

The importance of these other defects has not re- 
ceived so much attention. 

The point I want to bring out is that these exami- 
nations should be done as a matter of routine by the 
physician who is caring for a child of school age; 
this is the point I want to leave particularly in the 
minds of the audience. 


TIC DOULOUREUX AND ITS TREAT- 
MENT.* 


C. R. Baur, M. D., 
St. Paul, Minn. 


In discussing the subject of Tic Douloureux 
it is best in the beginning to define the type of 
neuralgia to which, in the writer’s opinion, this 
designation should be limited. As it is at pres- 
ent, the term is somewhat loosely applied, and 
there is a tendency to enroll all forms of pain 
in the area of the trigeminal nerve under it. 
Naturally, for this reason, there has arisen con- 
siderable confusion, and many apparently con- 
tradictory experiences as to the etiological fac- 
tors which cause it and the best means of af- 
fording relief to those afflicted with it. In con- 
sulting the various authorities as to the eti- 
ology, we find that this subject is discussed un- - 
der the heading of trifacial neuralgia in gen- 
eral and thus a long list of causes are men- 
tioned, such as neuropathic inheritance, infec- 
tious diseases, diseased processes in the mouth, 
in the various sinuses of the head, carious teeth, 
impacted teeth, exostoses, narrowing of the 
bony canals and foramina through which the 
nerve, and its various branches, ramifies, etc. 
In these days—especially when so much em- 
phasis is being laid on focal infections,—teeth, 
tonsils. and sinuses have suffered in our eager- 
ness to find the causative factors and remove 
them. We are continually thinking in this af- 
fection as in many others, especially where the 
nervous system is involved, of exogenous in- 
fluences, which we can see and better under- 
stand, and are apt to pass over lightly or ignore 
completely endogenous agencies, which are more 
intangible and difficult of comprehension. This 
has been the situation also with regard to epi- 
lepsy and migraine. We have been slow in 
making the distinction between the symptom- 
atic or exogenous types of this disease and the 
so-called idiopathic or endogenous. Our con- 
fusion in this regard is clearly revealed in our 
treatment. 

In epilepsy, if there is anything we haven’t 
done, I do not know what it is. We have per- 


*Presented before the Southern Minnesota Medical Association, 
Mankato., Nov. 27, 1917. 
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formed the rites of circumcision without re- 
ligious justification, removed the appendix, 
taken out the ovaries, tonsils, ete., and recently 
a former President of the American Medical 
Association has been removing a section of the 
colon. 

Our experience in migraine has been much 
the same. Eye muscles have been made crooked 
and then made straight again. Oeculist after 
oculist has fitted glasses, sinuses have been 
operated upon, and the general surgeon, not to 
be robbed of his share in the treatment, has 
come in and operated on the gall bladder, the 
stomach and the ovaries. 

I believe we are learning by experience in 
these diseases, however, and I do not think the 
stamp of medical approval could now be ob- 
tained for circumcision in epilepsy, or ovariec- 
tomy in migraine. We are learning to differen- 
tiate at present between idiopathic epilepsy and 
migraine and the symptomatic forms, the eti- 
ology of which may be due to a multitude of 
causes, exogenous in nature, such as_ brain 
syphilis, tumor, arterio-sclerosis, frontal sinus 
diseases, eye strain, etc. We should apply some 
of our knowledge painfully gained in epilepsy 
and migraine to Tie Douloureux and stop the 
foolish things which are being done for its re- 
lief. We must learn to differentiate between a 
true Tie Douloureux, idiopathic in origin, and a 
neuralgia or neuritis in the fifth nerve, which 
is symptomatic in character. The useless, pain- 
ful and mutilating procedures to which many 
of these patients have been subjected, is a re- 
proach to the profession. I rarely see a patient 
who has not been a victim in one way or an- 
other. One of my patients who has been af- 
flicted with this disease for twenty-two years 
has, in this time, had fourteen operations; all 
of his teeth have been extracted, operations 
have been done on his nose, throat and sinuses, 
and finally the entire right superior maxillary 
bone has been removed, and this has been done 
without affording him any relief. Another pa- 
tient, after having the teeth extracted as a mat- 
ter of course, and the usual operations on the 
nose and sinuses, had both her uterus and 
ovaries removed,—also, without receiving any 
benefit. 

The concensus of opinion in regard to the 
etiology of this affection is that a neuropathic 


predisposition is the chief predisposing factor, 
I want to emphasize this view. If we can con. 
ceive of it as of similar origin to migraine, epi- 
lepsy and the functional neuroses and _ psy. 
choses, this gives us at once a better concep. 
tion of the disease and a clearer understan:ing 
of its treatment. Head says that these pati-nts 
are in no sense of the word neurotic. Beck- 
mann, of Rochester, thinks because they suffer 
agonies for years and seldom become drug ad- 
dicts, indicates that their mental, if not their 
nervous stability, is above the average. Op- 
penheim says that a neuropathic predisposition 
plays a very important role, and Grasset, that a 
nervous temperament is the principal preiis- 
posing factor. Patrick thinks his patients were 
rather more nervous than the average. My own 
observation is that some of these patients are 
extremely nervous and some are not, using the 
term nervous in the sense we ordinarily apply 
it; but the same thing may be said in regard to 
patients about whose neuropathie classification 
there can be no doubt. An epileptic, for exam- 
ple, between attacks, may be one of the most 
unemotional and phlegmatie of persons. All 
the authorities, whom I have quoted, hold the 
view that Tic Douloureux is a separate entity, 
which involves as a matter of course the nerv- 
ous system. Patrick, in a recent article on the 
subject in which he discusses his experiences 
with 220 cases, says, ‘‘So far as I have been able 
to ascertain these were all cases of true facial 
neuralgia, typical Tic Douloureux, le grand 
neuralgie of Levy, not migraine, not sinus dis- 
ease, not herpes, or any other symptomatic 
pains about the face. As Head says, this is a 
separate disease of the nervous system. As a 
German colleague puts it: ‘‘ ‘Etwas fur sich’ 
something sui generis, not to be confused in 
nature or doings with anything else.’’ When 
under these circumstances we deny the neuro- 
pathic origin as a predisposing factor, we con- 
tradict ourselves. 

The relationship between migraine and Tic 
Douloureux is interesting. Putnam, Dana, 
Levy, Patrick and others have noted their fre- 
quent association. In Patrick’s cases, migraine 
has been the most frequent neurological con- 
comitant, occurring in 40 out of some 200 eases. 
In my own eases, a history of migraine has been 
obtained very often. We have found frequent- 
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ly in our cases when at the first examination in 
the taking. of the family history migraine was 
denied, that a more extended observation and a 
different manner of questioning the patient, has 
revealed migraine attacks during some period 
of their lives. Often inquiries concerning stom- 
ach disturbance have resulted in obtaining a his- 
tory of migraine when questioning in regard to 
headaches failed entirely. 

I have come to regard negative statements in 
case histories especially with reference to in- 
herited nervous tendencies very much as de- 
nials concerning a syphilitic infection. They do 
not exclude the existence of these tendencies 
any more than a negative statement excludes 
syphilis. In most of our cases with migraine, 
the migraine has been present during their ear- 
lier life and the tie affection has appeared very 
late, usually some time after the cessation of 
the migraine attacks. In a few eases the at- 
tacks of tic neuralgia have appeared very soon 
after the disappearance of the migraine, sug- 
gesting the transformation of the latter type 
of neuralgia for the former. 

The following cases illustrate the association 
of migraine and Tie Douloureux, also the neu- 
ropathie factor. They are further interesting 
because their symptoms and experiences in 
their search for relief from pain are quite typ- 
ical. The success of the aleohol injection in two 
is worthy of note. 

Case I. Mr. J. K., age 53; bookkeeper, mar- 
ried; father is 86 and in good health; mother 
died at 74, was subject to neuralgia of the head 
and face during the last few years of her life. 
Family history otherwise not significant. Pa- 
tient has had no accidents, no serious illness or 
no operations except those to be mentioned 
He has suffered a good deal with sick 
headaches, Which were severe in character, un- 
til the beginning of his neuralgie attacks when 
the headaches disappeared. He has been mar- 
ried 26 vears; has 5 children, all living and 
well. His wife has had no miscarriages. 

Present trouble: Began 6 years ago, in 1911, 
like a toothache; the pain was transient in na- 
ture and would come and go without any appar- 
It sometimes lasted for hours and 
was at first not very severe. The nerve in one 
tooth was killed and this tooth was treated by 
a dentist, but the pain still continued. Finally 


later. 


ent cause. 





BALL—TIC DOULOUREUX. 







93 





it disappeared of itself and remained away for 


eight months, when it returned. He now had 
this tooth, which had been treated, pulled, but 
without relief. His doctor told him that he had 
antrum trouble and must go to the hospital for 
an operation; he entered the University Hos- - 
pital where an opening was made in the alveo- 
lar process of the upper jaw but no inflamma- 
tion or pus was found. The pain remained the 
same. He next consulted a nerve specialist. 
The specialist told him it was his teeth and sent 
him to have an X-ray picture taken of them. 
The X-ray pictures were negative but the den- 
tist killed the nerves in two more teeth and 
finally extracted them. Shortly after this he 
came to me in a rather irritable and disgusted 
state of mind. 

At this time his symptoms were typical of a 
Tic Douloureux involving the second branch of 
the nerve. Three alcohol injections were given 
this patient at this time,—that was four years 
ago, which have relieved his pain completely 
until recently when it returned. He has been 
again injected and the pain relieved. He now 
hopes for another four years of comfort. 

Case II. Mrs. M., widow, age 66; German; 
mother living, age 91; always has been in good 
health except for frequent headache which be- 
gan with her menstruation and ended at the 
menopause. Nothing else in family history sig- 
nificant. 

Past history: Has 3 children,—1 boy and 2 
girls—all living; no miscarriages. The son was 
very nervous as a child and lately has been sub- 
ject to fainting spells in which he falls down 
and loses consciousness. He also complains of 
pain in the back of his neck which his physician 
says is caused by nervousness. Both daughters 
are well but inclined to be nervous, and the 
younger one has frequent and severe sick head- 
The patient says she was well up to 
the time of her menopause which oceurred at 
the age of 39, when she began to have sick head- 
aches which came as often as once in two weeks. 
Fourteen years ago she was taken suddenly 
with a very sharp pain which came in flashes in 
her right lower jaw; the pain was started by 
talking, eating, and touching the lower lip. 
This lasted for nine months and resisted all the 
usual methods of treatment. She finally had 
the third branch of the trigeminus removed at 


aches. 
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the mental foramen. She was now free from 
pain for nine months when it returned in the 
same place as before. She then had another 
operation on the nerve and was relieved for six 
months, when the pain again returned. She 
had another operation on the nerve and secured 
relief for three months, when the pain returned. 
She now endured the pain for two years and 
during this time could not eat solid food or 
talk; she felt she could endure the pain no long- 
er and returned to the surgeon who had per- 
formed the operation on her nerve. This time 
he gave her eight alcohol injections at intervals 
of about one week without affording her relief. 
She returned home worse than ever. Shortly 
after this, she came to me. 

I injected her right Gasserian ganglion with 
alcohol. Her pain stopped immediately and she 
has never had a tie pain since. This was ten 
years ago. About two years ago, under unusual 
excitement, her sick headaches returned and 
she has had them at intervals ever since. 

Case III. Mr. M., age 43; Swedish, farmer. 
Family history: Father and mother are both 
living; mother has been subject to severe at- 
tacks of migraine but since her menopause these 
have disappeared; she, also, as long as the pa- 
tient can remember, has had convulsions at 
times; in these convulsive attacks she becomes 
unconscious; her body is rigid; she froths at 
the mouth and sometimes bites her lip and 
tongue. One sister of the patient has fainting 
spells. One brother has asthmatic attacks. 
The history otherwise is not significant. 

Personal history: As a child the patient was 
subject to nightmare and used to walk in his 
sleep; he has never had sick headaches. He has 
3 children; wife has had no miscarriages; one 
boy is healthy; one suffers severely with peri- 
odical headaches; and a girl, age 14, has spells 
coming on when she is sleeping; in these spells 
she becomes very frightened, imagines some one 
is going to hurt her, wants to run away and 
does not seem to recognize anyone; afterwards 
she has no recollection of the attack. She is 
also subject to periodical headaches. 

Present trouble: Started about 18 years ago 
with a creepy feeling in the lower lip, right 
side, and sometimes a sharp shooting pain in 
the same region. This pain came first once or 
twice a year, later on more frequently, usually 


when talking, eating or touching the face; 
seven years ago it became so bad that he could 
not talk, eat or sleep; the slightest movenient 
or touch of the face would start it; it always 
came in flashes. This patient went through the 
usual experiences with his teeth. 

He was injected first at this time, and since 
then he has returned about once a year for a re- 
injection. In two of these eases there is not 
only a history of migraine but also of epilepsy. 


The absence of any definite pathology is what 
one might expect in any condition where the 
neuropathic predisposition is the chief etiolog- 
ical factor. Some observers have reported 
changes in the Gasserian ganglion in thse 
eases of an inflammatory and degenerative 
character. Oppenheim, in speaking of the pa- 
thology cites Dana as reporting disease of the 
vasa nervorum. Putnam, sclerotic and degen- 
erative processes in the nerve. Krause, Keen, 
Spiller, and Schwab, sclerotic and degenerative 
changes in the cells and fibers of the Gasserian 
ganglion. He also quotes Krause who thinks 
the importance of these findings are rather 
doubtful and ealls attention to the fact that 
these changes oceur only in persons whose tri- 
geminus has been subjected to operative pro- 
cedures. Coenen, who examined ganglia after 
they had been removed by Lexer, found no 
changes in those where operations on the peri- 
pheral nerve had not previously been per- 
formed. The negative objective symptoms in 
all of these cases substantiate a negative pa- 
thology; except for hypersensitive areas dur- 
ing the period of an attack, I have never ob- 
served any change in the functions of the 5th 
nerve. Sensation remains unaltered for all 
qualities and the nutrition of the cornea undis- 
turbed. In a neuritis, whether due to pressure 
or infection, disturhances of function would cer- 
tainly occur, especially in cases extending over 
a period of years. 

If Tic Douloureux is a distinct and separate 
entity, a disease sui generis, as it seems to be, 
then the removal of perfectly good teeth, and 
operations on the sinuses, throat, nose and other 
organs for its relief, are entirely unnecessary 
and wide of the mark. For our own profes- 
sional welfare we should do all in our power to 
discourage such procedures. In many of the 
eases which I have seen, diagnosis may truly be 
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said to have been made by elimination—the 
elimination of everything removable in the 
nose, throat and mouth. A better method 
would be that of differentiation, a recognition 
of Tic Douloureux as a distinct entity and of 
its characteristic symptomatology and a differ- 
entiation of it from the various symptomatic 
pains occurring in the distribution of the 5th. 
Intelligent and successful treatment depends 
entirely upon this distinction. 


The pain of this affection has distinguishing 
features which differentiates it from that of 
any other painful condition occurring in this 
It is paroxysmal in character, begin- 
ning and ending suddenly. It strikes a patient 
like an unexpected blow and one severe pain 
may follow another in rapid succession with 
only short intervals between. Patrick says, 
shoot, stab, jab, flash, dart, knock, zipp and 
twinge are some of the words his patients have 
used in describing it. One of my patients said, 
that the pain in his face felt just as if someone 
was twisting the nerve around a redhot iron. 
Another one compared it with the shooting off 
of skyrockets on the Fourth of July, one rocket 
following another in quick succession; he could 
hear the sizzing noise with its beginning in the 
lower jaw which continued all the way as it 
rushed upward through his face to the top of 
his head, ending there with a culminating ter- 
rific pain as if the top of his skull was being 
wrenched off. A number of such pains some- 
times follow one another in rapid succession. 
One of the characteristic features of the pain is 
that it is not continuous. It begins suddenly 
and ends suddenly with a variable length of 
time between each pain during which the pa- 
tient is pain free. In the majority of cases the 
pain is started by a definite impulse coming 
from a certain area in the region of the face, 
—this may be movement of the jaws or tongue 
as in eating and talking, a draught of cold air 
on the face, the slightest touch on certain 
places on the cheek, teeth, gums, nose or lips, 
which are hypersensitive. These hypersensi- 
tive zones have been well named by Patrick 
“‘trigger zones.’’ The slightest irritation in 
these zones is sufficient to cause the paroxysms 
of pain. Many of the patients cannot wash 
their face, clean their teeth, or comb their 
hair, for weeks at a time. Sometimes the 


region. 


‘“‘trigger zone’’ seems to lie in the emotions, 
and any surprise, disappointment or even sud- 
den joy will produce an attack; the disease 
started in a number of my patients at a time 
when they were undergoing a severe nervous 
strain. I recently had an old lady 87 years of 
age under my care, who, while she had the 
usual ‘‘trigger zones’’ in the tongue and lips, 
any surprise, as walking into her room unex- 
pectedly, was sufficient to set up her pain. The 
‘trigger zones’’ are of very great importance 
in the successful treatment of the patient with 
injections of alcohol. It often happens that 
these zones lie outside of the branch of the 
nerve in which the pain is experienced. As, 
for example, there are many cases where all 
the pain is centered in the area supplied by the 
2nd branch of the nerve, but the ‘‘trigger zone”’ 
exists in the 3rd branch, either in the lower lip 
or tip of the tongue. In such a situation a per- 
fect injection of the 2nd branch will fail to 
stop the pain. In order to relieve the patient 
it will not only be necessary to inject the 3rd 
branch but to produce analgesia in that part 
of it in which the ‘‘trigger zone’’ is located. 

We hear so much about the terrible pain of 
Tic Douloureux and this is true; the pain is 
usually very severe and sometimes terrific, but 
it would be a mistake to get the idea that this 
is always so. It may be mild in the beginning 
and vary in intensity in different attacks or 
even in the same attack. Its distinguishing 
features, however, remain the same,—a sud- 
-den, darting, jabbing pain, often accompanied 
by a twitching of the facial muscles complete 
in itself with a free interval, and then another 
pain and so on. Sometimes in these severe at- 
tacks these jabs may be continuous, giving the 
patient no rest day or night. At other times, 
hours, days, weeks and months may elapse be- 
tween the paroxysms. In the commencement 
of the disease it may be difficult to differentiate 
it from the symptomatic pains so often occur- 
ring in this region, but as a rule the character- 
istics of the pain, together with the presence of 
the ‘‘trigger zones’’ or hyperaesthetic areas 
from which the pains are started, make the 
diagnosis easy. 

It is now over ten years since I began treat- 
ing Tic Douloureux with deep injections of al- 
cohol. I remember some of the objections 
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which were made the first time I presented this 
method of treatment to a medical audience,— 
one was that it was not scientific since it only 
stopped the pain and did not endeavor to find 
and remove the cause. Since then I have had 
an excellent opportunity of observing the work 
of those scientifically inclined and their pur- 
suit of the cause in the multitude of mutila- 
tions in the patients who have come to me for 
injection. The alcohol injections were thought 
unnecessary by one who spoke highly of the 
value of the ‘‘aconite and salts’’ plan of treat- 
ment, and thought this satisfactory in most 
cases. I have had some experience with this 
method. The aconite used in sufficiently large 
doses produces tingling in the tongue and 
The salts move the 
bowels,—there is no doubt about that. So far 
the treatment is a splendid success. The only 
fault that I have to find with it is that it fails 
to stop the pain. The surgeons were inclined 
to think the method dangerous. They said, the 
sticking of a needle into the base of the skull 
blindly, without being able to see where you 
were going was a highly unsurgical procedure. 
You should eut down on the nerve, of course, 
expose it, resect it or bisect it, do it up proper; 
never mind the danger of infection,—the fact 
that resection is not a success, the resulting 
sear, ete., which was very good surgical reason- 
ing to be sure. 


numbness in the fingers. 


In spite of these criticisms, however, I kept 
on with this method of treatment and soon 
found that my patients viewed it in an entirely 
different light. They did not seem particularly 
interested in the scientific aspect nor could they 
see the advantage of having their faces cut 
open when their pains could be instantly re- 
lieved by the insertion of a very small ealibred 
needle into the offending nerve and the injec- 
tion there of a few drops of aleohol. What the 
patients were seeking was relief with a mini- 
mum of discomfort and inconvenience, and this 
they found in the alcohol injections. 

In my first paper on this subject ten years 
ago I said that the deep injections with alcohol 
of the nerve in a ease of Tie Douloureux af- 
forded the most brilliant and striking result 
from a therapeutic standpoint with which I was 
familiar. I still desire to affirm my belief in 
the truth of this statement. 


In conclusion, I wish to eall attention avain 
to the neuropathic and endogenous origin of 
Tic Douloureux, to its association with mi- 
graine, and also to its distinct entity, for as 
Patrick says: ‘‘It is not migraine, not sinus 
disease nor any symptomatic pain around the 
head or face,’’ but a disease sui generis. If we 
hold fast to this conception we will save our- 
selves many times from humiliation before the 
eyes of our patients and in addition lay anothier 
fagot on the altar of medical efficiency. 
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DISCUSSION. 


DR. H. A. BEAUDOUX, St. Paul: The subject of 
tic douloureux is of much interest to the rhinologist 
and I think we perhaps see as many cases of neu- 
ralgia and tic douloureux as any other members of 
the profession, except the neurologist. Dr. Ball has 
had no opportunity to speak at length of the syn- 
dromes, but they are so different from sinus disease 
and neuralgia that one cannot mistake them, or the 
history, for that of tic douloureux. The symptoms 
are not the same. The chief symptom of tic is quick, 
sharp, spasmodic, lancinating pain, while that of sinus 
disease is usually constant and more or less acute 
and is never the terribly acute, lancinating pain of 
the douloureux as compared with the other pain of 
neuralgia and sinusitis. There is one kind of pain, 
however, which simulates it at times. This is the 
pain that perhaps is next in severity to that of tic 
douloureux, of the sharp, darting variety, namely, 
neuralgic, caused by poor dental work or apical ab- 
scesses in the teeth. It was my good fortune to re- 
lieve several of these cases by resection. Resection 
of the infraorbital nerve and removal of teeth yielded 
me some very startling results. I do not believe now 
that these were true tic douloureux, and the fact that 
they were relieved is conclusive, in my opinion, that 
they were only cases of neuralgia. The removal of 
teeth in a number of cases has produced phenomenal 
cures, and they should always be scrupulously ex- 
amined before undertaking more severe or serious 
measures, and should not be confused with tic dou- 
loureux. The alcoholic treatment is undoubtedly the 
least dangerous and destructive, and has given in Dr. 
Ball’s hands apparently more gratifying results than 
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some of the more serious operations and various sur- 
gical procedures, without any of the subsequent de- 
formities or functional disturbances, and for these 
reascns should at least be given a trial before any 
other surgical procedure. 


DR. A. W. ADSON, Rochester: I enjoyed this pa- 
per immensely. I had the privilege of reading this 
paper in detail and Dr. Ball has emphasized three 
very important points in this paper. First, he has 
apparently established a relationship between mi- 
graine and tic douloureux. Second, it is important to 
differentiate tic douloureux from ordinary neuralgia 
of the face. This disease has a definite entity with a 
definite symptomatology. Third, in the treatment of 
this particular type of trouble it is important to de- 
termine the exact condition, making sure you are 
dealing with tic doulcureux. If you are, alcohol is an 
excellent treatment. Some patients have received 
definite and permanent relief from alcohol injections. 
It is true that a large group of patients will have re- 
turn of pain in a few months; others will be relieved 
for several years. For those patients we advise the 
ganglion operation. It has been our experience that 
such treatment is most satisfactory. and can be done 
without very much risk. Dividing the second and 
third branches will help a certain percentage of pa- 
tients, but will not relieve all. In one case it became 
necessary to do the second operation, at which time 
the posterior root was evulsed, resulting in the per- 
manent relief from pain. We have observed fhat the 
evulsion of the posterior root is as effective as the 
removal of the ganglion and is an operation with less 
hemorrhage. This operaticn can be performed upon 
any patient who is able to take an ether anesthetic. 
The only postoperative complication is the dryness of 
the cornea and the possibility of ulceration. In view 
of this, we advise an eye shield for the eye involved 
when subjected to wind and dust for the first six 
months, after which time conditions become normal. 

When patients come to the clinic complaining of 
tic douloureux, we advise one alcohol injection if the 
patients have not been injected before. If this fails 
to give relief, we then advise the evulsion of the pos- 
terior root if the condition of the patient warrants an 
operaticn. 


DR. J. C. MICHAEL, St. Paul: I am sorry Dr. Ball 
was unable to present the entire paper. There is one 
principal point in his paper that strikes me, and that 
is the recognition of the neuropathic predisposition. 
The average practitioner tends to overlook this. The 
nerve specialist not infrequently observes individuals 
who have been subjected to many surgical procedures 
with the hope that nervous symptoms would be re- 
lieved, only to eventually see a more disappointed 
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patient, where a carefully taken history would have 
established the diagnosis of a definite neuropathic or 
psychopathic disorder. What is this predisposition? 
We have to consider first of all the entire patient, 
the circulation, the glandular system, the mind and 
the nervous system, metabolic conditions, etc. The 
patients are individuals whose histories indicate re- 
markably often the absence of other diseases. This 
is strange but true. Doctor Ball has indicated the 
necessity of getting the thorough history. No mat- 
ter how hard you try, you can do it effectively only 
after many attempts. Speaking of migraine, it seems 
apparently to have association with tic douloureux. 
We must remember that there are few people who do 
not have migraine in some form at some time of their 
lives. 


DR. J. W. ANDREWS, Mankato: In my several 
years of experience I imagine I have had my share of 
these cases. I am going to relate briefly two cases; 
both were women, adults: In one, after removing the ~ 
supraorbital nerve there was temporary relief. Re- 
lief was not permanent because the nerve regener- 
ated. Finally we resorted to the operation of the 
rasserian ganglion. Dr. J. E. Moore cf Minneapolis, 
performed section of the nerve just in front of the 
ganglion. The patient was permanently cured. This 
was eight years ago and I think the patient is living 
and well. . 

Another, a female, rather older, past middle life 
upon whom I employed everything in the way of 
medication, including codein; nothing but hypoder- 
mic injections of morphine would give anything like 
temporary relief. Other means did very little good. 
This was ten years ago. I sent her to Doctor Ball. 
He injected the alcohol and she came back prac- 
tically well. There was some little pain afterward 
but she gradually got better and has remained well 
to this day. One patient was operated on; an un- 
eventful operation and a rather stormy convalescence. 
The other did not have to go to bed at all. She had 
fwo or three injections and came home cured, and 
remained cured. Is alcohol for this disease scientific? 
If it cures it is scientific, leaving no untoward re- 
sults. In this case it has left no such results. 


DR. BALL (closing): I merely wish to thank 
the society for their attention and to those who have 
discussed the paper for their kindly remarks. As 
regards Doctor Andrews’ case, this was a case in 
which I gave one injection because she had had other 
injections with surgical treatment. I injected the 
Gasserian ganglion. The relief is more or less per- 
manent. If the injection of the nerve is made, as in 
this case, after it makes exit from the intima, the 
injection will be found to be more durable. 
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SHORTER ISOLATION PERIODS IN IN- 
FECTIOUS DISEASES. 


H. W. Hitt, M. B., M. D., D. P. H., 


DIRECTOR: INSTITUTE OF PUBLIC HEALTH, 
LONDON, CANADA, 


M. O. H., London. 


There is abroad in public health circles an 
uneasy feeling that our quarantine periods are 
too long in some of our ordinary infectious dis- 
eases. 

Remarkable ‘‘cuts’’ have been made in the 
established periods, notably by the New York 
City Board of Health. 

I have watched our vital statistics in Lon- 
don, Canada, during my term as health officer; 
have experimented with shorter periods; and 
have come to some conclusions which I wish to 
offer. Let me first, however, emphasize how 
much a week more or less of isolation means 
to the community, by pointing out that the re- 
duction recently made by the Provincial Board 
of Health in measles from three weeks to two 
weeks, applied to the 22,000 cases of measles 
reported during the year, saves about 400 years 
of isolation and about $44,000 in eash, not to 
speak of other advantages, such as lessening 
absence from school, reducing the number of 
concealed eases, ete. Amongst soldiers, the 
saving possible to the nation of money and 
time otherwise lost in unnecessary isolation is 
remarkable. Thus 20,000 saved a week apiece 
means half a million dollars saved besides the 
time; the latter equivalent to complete isola- 
tion in idleness of a whole battalion for five 
months. 

The method of investigating the length of 
the infectious period which we have used is as 
follows: 

In all instances where eases of infectious dis- 
ease are kept at home, we tabulate the dates at 
whiclf other cases, if any, follow-in the same 
family. By counting back from this date the 
shortest incubation period accepted for the dis- 
ease in question, we have the latest date at 
which the original case actually infected some 
one, and comparing this date with the date on 
which the original case became ill, we have the 


period during which this original case was 
known to be infectious. Of course an iniee- 
tious case may have been infectious after the 
latest date on which our records show infee- 
tion to have occurred, but, given a sufficien'ly 
large number of instances, the grouping of thie 
dates shows the period of greatest infectivencss. 
If a very small number or no eases are infected 
after a certain time, we may conclude that thie 
danger of infection after that time is small. 

Our results were as follows: 

Whooping cough, a total of 240 families were 
investigated. In 96 of these families, cases, 
subsequent to the first case, followed to the 
number of 111. Of these 111 subsequent cases, 
33 occurred on or before the sixth day after 
the original case and, taking the incubation 
period as 7 to 14 days, could not have been in- 
fected from it, but must have been infected 
from some outside source, presumably the same 
that operated to infect the original case. Of 
the remaining 78 cases, 39 occurred on or be- 
tween the seventh and thirteenth days of the 
disease of the original case, and presumably 
were derived from that case, but, by assuming 
14 days incubation for all of these, they may 
be imagined as occurring from outside sources. 
This group then is the group of uncertain 
source. 

The remaining 39 cases were doubtless in- 
fected within the family. Assuming that they 
were infected by the nearest preceding case 
that began not less than seven days preceding, 
we find that 30 of these developed on or before 
the twenty-sixth day of the disease of the pre- 
ceding case, the remaining nine developing re- 
spectively on the 30th, 31st, 32nd, 33rd, 36th, 
40th, 49th, and 61st days. 

Evidently then, three weeks’ real isolation 
for the cases which infected these would have 
left us with nine cases, if we insist on the min- 
imum seven days’ incubation period through- 
out. We know, however, that the incubation 
is often ten, sometimes fourteen days, and if 
we allow fourteen days’ incubation for these 
nine cases, we find five of them satisfactorily 
accounted for. Hence, four cases only in 96 
families would have occurred as the result of 
adopting three weeks’ isolation as sufficient ; or 
to put it another way, the adoption of three 
weeks’ isolation instead of six would make an 
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error or slip of about four to five per cent only. 
The adoption of four weeks would reduce this 
slip to two per cent. 

In mumps, a total of 151 families were in- 
vestigated. In 26 families, 29 cases subsequent 
occurred to the first case. Of these 29, four- 
teen fell on or before the thirteenth day, and 
hence, taking 14 to 25 days for ineubation pe- 
riod, were not derived from the original case. 
The remaining fifteen occurred on or before the 
thirtieth day of the first case (14 on or before 
the twenty-first day) and henee were infected 
on a 14-day basis not later than the 17th day 
of the first case (14 of them not later than the 
seventh day). Hence the error in making the 
mumps’ isolation period three weeks would be 
zero. It might be made two weeks, so far as 
this evidence goes, with an error (taking 14 
days’ incubation) of but four per cent. Al- 
lowing 25 days’ incubation in extreme cases, 
this error would disappear, and seven days’ iso- 
Jation would prove entirely adequate. I would 
feel no fear in releasing cases of mumps having 
a normal temperature, no sore throat or nose 
bleed, no swelling of the glands or orchitis, in 
two weeks, or even less in light cases. 

In real measles, 451 families were examined. 
In 143 families, subsequent cases occurred to- 
talling 164. Of these 164 subsequent cases, 32 
occurred on or before the eighth day after the 
original ease, and hence, taking nine to eleven 
days as the ineubation time, could not have 
heen infected from it. Of the remaining 132, 
69 oceurred on the ninth or tenth day, and 
henee, may have been infected from the origi- 
nal case or from outside. Of the rest (63 in 
number), 60 showed development on or before 
the 21st day of the infecting case, and hence, 
taking the shortest incubation period of nine 
days, they were infected on or before the 
twelfth; all but two on or before the ninth 
day. The remaining three developed on the 
25rd, 33rd, and 34th days, respectively. 

Hence, two weeks’ isolation of measles would 
have allowed only three cases to develop from 
persons too early released on a nine-day incu- 
hation period; only two cases, allowing for 11 
days’ ineubation. Therefore on this basis the 
error is two per cent or less—quite as good as 
hacteriological release by two cultures in diph- 
theria. 


In German measles, a large personal experi- 
ence of this amongst soldiers shows that one 
week is all sufficient to prevent spread. In 
mumps similar evidence shows three weeks am- 
ple, indeed, too long. In scarlet fever, on the 
other hand, I can quote case after case where 
the disease arose from patients released much 
later than even six weeks—up to 14 weeks, 
where ear discharges were present—and I do 
not think that even the cleanest cases should 
be released short of five weeks, and only then 
if everything, temperature, ears, nose, glands, 
ete., have been absolutely normal for at least 
one week. Where there is the slightest sug- 
gestion of sore nose, throat or ears, or any open 
wound or discharging area of any kind, pa- 
tients should not be released. I am beginning 
to think that acute glandular enlargement it- 
self is reason for continuing isolation. 

In epidemic cerebro-spinal meningitis, I am 
satisfied with two weeks but prefer the smear 
method, i. e., three consecutive negative smears, 
24 hours apart, from nose and throat. 

In poliomyelitis, three weeks is sufficient un- 
less the acute symptoms continue. 


THE GENERAL PRACTITIONER, HIS 
FIELD AND HIS FEES.* 


W. J. Ricwarpson, M. D., 
Fairmont, Minn. 


The writer realizes that this is a large sub- 
ject and one to be considered from many an- 
gles, and that in the short time allowed for this 
paper he can only touch in a desultory manner 
on some of the more important points as he sees 
them. 

That the general practitioner is not held in 
as high- esteem as formerly, when the family 
doctor was a very essential and important fac- 
tor in his community, consulted not only for his 
medical acumen, but in regard to many other 
important matters, I think will be generally ad- 
mitted. 

In fact, it sometimes seems to me, in these 
later days of enterprising surgery and multi- 


*Presented before the Southern Minnesota Medical Association 
Mankato., Nov. 27, 1917. 
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plying specialties, that one almost feels like 
apologizing to have to admit that he is only a 
general practitioner, who does not undertake 
abdominal or other major operations, or dip 
into the field of the specialist. 

For this reason, and for the further one, that 
those branches are so much more profitable, the 
general practitioner is naturally tempted to in- 
vade these fields, even though the still small 
voice warns him to keep hands off. 

It sometimes seems to me as if the main body 
of the medical vrofession had gone operation 
mad, and that eventually surgery and the other 
specialties would have general practice backed 
off the boards. 

I do not, for a moment, intend to minimize 
the importance of the skilled surgeon or other 
specialist to general practice, whether his spe- 
cial knowledge and ability comes from years of 
general practice, with special attention and 
training in his chosen field, or from post-grad- 
uate work and hospital experience. But for the 
medical fledgling,or older practitioner, to under- 
take serious operations in surgical or other spe- 
cial lines, in which he has had little training 
and less experience, is to be deprecated. 

When surgery becomes standardized, so to 
speak, and only those who have made sufficient 
preparation, undertake the more serious oper- 
ations in surgery and the special branches, a 
great step in advance will have been made, and 
the safety, and lives and health of the people 
will be more conserved than at the present time. 
Then will be ushered in the day of safe and sane 
surgery. That such a day is coming, such or- 
ganizations as the American College of Sur- 
geons, and the American Congress of Surgeons, 
give promise. 

There are also movements on foot to stand- 
ardize the hospitals of the country. Both these 
movements should have the support of the best 
men of the profession, and should go hand in 
hand for the betterment of surgery and the 
comfort and safety of those who must seek sur- 
gical treatment. For it can scarcely be denied, 
I think, that the small and poorly equipped, 
and poorly manned, hospitals that are spring- 
ing up like mushrooms at the small hamlets 
and cross-roads of the country, are anything 
but an unmixed blessing. The unsophisticated 
layman is easily misled, especially when the 
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local paper acts as a voluntary press agent for 
the man who does the operating, and for whose 
advertising and financial benefit the hos)ital 
too often exists. 

From certain viewpoints there is reason to 
be pessimistic in regard to the future of ven- 
eral practice. With surgery and the other spe- 
cialties occupying so prominent a place in the 
public eye, one is apt to wonder what will 
eventually be left for the general practitioner. 

One answer to this question is, that a greater 
number of medical graduates of the future will 
take up these better paying and, in a way, less 
exacting branches, resulting in less competition 
in the ranks of regular practice. 

Another factor that is certain to have a cur- 
tailing effect on medical practice of the future 
is the steady advancement in preventative med- 
icine, sanitary science, and hygiene, in control- 
ling epidemics and contagious diseases, and in 
keeping people well by giving them a better un- 
derstanding of the laws of health. 

To offset this tendency toward the narrow- 
ing of the medical field, the above mentioned 
subjects will attract an ever increasing number 
of the younger medical men and so relieve the 
pressure to that extent. I think in the future 
there will be a continually growing demand for 
medical graduates to become sanitarians, med- 
ical inspectors for schools, county and city 
health officers, ete., at attractive salaries. 

Then there are the widening fields of bae- 
teriology and pathology that offer careers to 
an ever-increasing number of medical men. 


Another field that promises a career for 
many of our future graduates is anesthetics. 
Not a few medical men are now making this a 
specialty, and in some states either laws have 
been passed, or efforts have been made to pass 
them, requiring that all anesthetists should 
have a medical degree. This movement will in- 
crease, no doubt, as time goes on. 

Another thing that is happening to brighten 
the future outlook of general practice is the 
raising of the standards of medical education 
and medical colleges. This will reduce the 
number of matriculates and graduates, while at 
the same time it will result in a more scientific 
and better equipped personnel in the ranks of 
the profession. 
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The practitioner of the future must become, 
more and more, an edueated, scientific, and 
broad-minded man. In this way he can greatly 
enlarge his field of usefulness in his community 


and, at the same time, be entitled to, and re- 
ceive, greater financial reward. 

One of the disagreeable things the physician 
has to contend with is the irregular practition- 
er. This will inelude the advertising quack, all 
sorts and kind of healers, more especially the 
chiropractic and the osteopath. 

Then there are the various faith cures, and 
lastly the obsessfon of Christian Science. 

Quackery and faith cures we have always 
had with us in one form or another and will, 
no doubt, continue to have to some extent. I 
think however, that the gradual advance of 
medicine toward an exact science and the bet- 
ter understanding as to things medieal that will 
come to the laity in the future will greatly cur- 
tail the humbug nuisance. 

As to osteopaths, chiropractors, and the like, 
they do not cut into general practice as much 
as might seem on the surface. For their praec- 
tice is to a considerable extent artificial and 
creates its own demand to a large degree. As 
to Christian Science, so-called, while it may 
continue for some time to come as a religion, 
there are already signs that its influence as a 
means of healing is on the wane. 

The treatment of acute diseases, or bedside 
practice, is of course, the general practitioners’ 
special field. On the whole this practice is 
about the most satisfactory of all. For in no 
branch of medicine can more relief or comfort 
be given than here. Nowhere does the skillful, 
obliging, and painstaking physician gain the 
good will and gratefulness of his patient as 
here. 

A very important branch of medicine that 
will likely remain to the general practitioner 
largely, is obstetrics. While in the larger cen- 
ters of population there is some terideney to 
specialize in this field, yet the great bulk of this 
practice is still in the hands of the general prac. 
titioner and, for obvious reasons will remain 
there. And it behooves him to keep abreast of 
all advancement in this important field. He 
should be satisfied with nothing less than clean, 
careful, and scientific midwifery. 


When obstetrics is looked upon a little more 
as it should be, as a serious undertaking for 
both the expectant mother and her child, and 
the practice of it as a scientific art, it will be @ 
fortunate day for society. 

Then let us hope that the medical profession 
will not have to compete with the ignorant mid- 
wife or the old mother of the neighborhood. 

Then physicians will give better service in 
the way of advice and attention, both before 
and after, as well as during labor, and will re- 
ceive better pay. 

A very important part of a general practice 
are every-day injuries and accidents. This in- 
cludes besides minor and trifling injuries, that 
most important branch of fractures and dislo- 
cations. These injuries make up an important 
and paying part of a general practice, and it is 
up to the man who would succeed here to make 
special preparation and to put his heart into it. 
There is no greater satisfaction comes to a doc- 
tor than success in.these branches, and no 
greater heartburnings and regrets for unsatis- 
factory results, whether blameworthy or not. 

Lastly I will mention office practice. Some 
general practitioners make much of this, and 
others little. However, in a well balanced prac- 
tice, office work should be an important and 
paying part of one’s practice. 

In this connection it occurs to me that the 
average practitioner is too apt to turn a deaf 
ear to the many tales, of what seem to him to 
be trifling and minor ills, and to neglect them ; 
‘whereas, if he would trace them up by a thor- 
ough and painstaking examination of the pa- 
tient, he would often find them guide-posts to 
more serious troubles. And even if not so, he 
will be given credit for being a careful and 
scientific physician who goes to the bottom of 
his cases. 

It is in office practice that the physician 
meets with a large variety of ills, not only 
minor and transient ailments, but chronic dis- 
orders of many shades and varieties. And here 
is where a working knowledge of the special 
branches is almost a necessity if one is to be 
successful. 

A good library is a requisite for the office 
man; his reading must be extensive if he would 
keep in touch with the advances made in the 
different fields of medicine. 
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In a way, the general practitioner’s office 
should be a clearing-house for the specialist, 
and he should be honest enough to give his pa- 
tient the benefit of any doubts as to his ability 
to diagnose and treat his disease, and send him 
on to the specialist while yet there is promise 
of a cure, and not, from false pride or for mer- 
cenary reasons, hang onto his case until it falls 
into the last resort category. 


And after all, there should be the best of feel- 
ing between the regular practitioner and the 
specialist, and without jealousy or rivalry they 
should both work together for the good of sick 
humanity. 


The general practitioner should have a work- 
ing knowledge of the special branches and the 
specialist should keep well in touch with gen- 
eral medicine. In this way both will succeed 
better, as general medicine and the special 
branches are so interwoven, and touch each 
other at so many points, that no specialist can 
make his greatest success without a working 
knowledge of general medicine, nor can the 
general practitioner accomplish much who re- 
mains ignorant of the special branches. 


I have not time to more than mention the 
present demand for physicians as army sur- 
geons, a demand that seems certain to decimate 
the ranks of the general practitioner to the ex- 
tent of causing a shortage of men at home. So, 
for the immediate future, there promises to be 
plenty for those who will be left to do. 


And after the war is over there will likely be 
a considerable demand for army surgeons. For 
it is reasonably certain that we will have a 
large standing army for years to come, and 
that the country will adopt universal military 
training as a permanent policy. 

In the few moments that remain I can only 
touch in a general way on the subject of medi- 
eal fees. 


It will not be denied, I think, that as com- 
pared with the specialties, and surgery in par- 
ticular, the pay of the general practitioner, for 
services rendered, is ridiculously small. When 
one stops to think that the yearly income of the 
average practitioner amounts to no more than 
specialists, and surgeons in particular, fre- 
quently make in a week or two, it must be ad- 
mitted that something is wrong somewhere. 
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I have seen statements in articles published 
in leading medical journals, written by men of 
standing in the profession, that the average «n- 
nual income of physicians throughout this coun- 
try is from seven hundred to a thousand dolla:s. 
These statements were based on knowledge 
gained from writing to a large number of pliy- 
sicians throughout the country, and in other 
ways also. Allowing for the usual unreliability 
of statistics generally, and admitting a fifty 
per cent error, this would bring the income 
to from fifteen hundred to two thousand dol- 
lors. As the above statistics were based on 
information gotten from surgeons and spe- 
cialists as well as general practitioners, it is 
easy to see how the average general practitioner 
comes out. When one thinks of the hard life 
of the general practitioner, and the country 
doctor in particular, the wonder is that so 
many enter the profession. Certainly it cannot 
be because of money inducements. 

And this brings up the question of splitting 
fees. No doubt here lies the chief reason for 
this disgraceful practice which has of late re- 
ceived so much attention, and has been so bit- 
terly attacked. I mean the contrast between 
the charges of the surgeon and the pay of the 
physician who sends his patient to the former 
for an operation. 

I am not condoning the practice, as I am ab- 
solutely against it, but I am only mentioning 
the principal reason for the practice as I see it. 

Why the average physician does his work so 
cheaply that in long years of practice he rarely 
accumulates sufficient means to retire to a well- 
earned ten or twenty years of rest, or partial 
retirement, in the decline of life, is one of the 
serious questions for the profession at large to 
answer and take steps to remedy. 

And what if disease or accident overtakes the 
doctor in his earlier years and puts him out of 
business with a family to support and educate? 
It is a near-tragedy then. 

I have in mind a number of medical men who 
are now going through the above experience, 
and lacking almost the necessities of life, large- 
ly because they received too small compensa- 
tion for their work. 

Possibly in many eases the above is true be- 
cause of poor business ability and failure to col- 
lect bills. Admitting this, there is all the more 
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reason for greater charges in order to bring up 
the average yearly income. 

Why the average practitioner receives so 
small pay for the important services rendered 
is not readily explained. No doubt custom that 
has come down to us from the older generation 
of doctors has much to do with it. 

Is not the principle of charging largely 
We charge for the number of visits 
made, or for the mileage, rather than for the 
professional services rendered, no matter how 
valuable those services, or how much the re- 
sponsibility assumed. Possibly this does not 
apply to all physicians but as a rule it is true. 


wrong? 


On the old plan of charging, under which 
most of us are now working, a doctor may at- 
tend a patient for two or three weeks or more, 
through some serious sickness like pneumonia, 
typhoid fever, inflammatory rheumatism, or 
the like, steering him past the danger points, 
through the roeks and shoals of a treacherous 
disease, studying the case in its various phases, 
almost sweating blood at times, and bringing 
him back safely to restored health, and for a 
less financial reward often, than the surgeon 
receives for a few moments of work on a case 
of appendicitis, for example. 

Certainly there is need for readjustment in 
the matter of physicians’ charges in general 
practice. It is up to the general practitioners 
to say when they will charge for professional 
services rather than for making a certain num- 
her of visits, or going so many miles. 


DISCUSSION. 


DR. F. A. DODGE, Le Sueur, Minn.: Mr. Presi- 
dent and Members cf the Society, the general practi- 
tioner’s field is truly broad. One’s life is too short 
to compass it all, and the mind of the average prac- 
titioner is not capable of storing all the knowledge 
necessary to deal with every branch of medicine and 
surgery. I believe he should aim, first of all, to be- 
come a good diagnostician and then, by consulting 
his conscience, he would know whether or not he 
should attempt the treatment in a given case. By 
working sixteen to eighteen hours a day for twenty- 
five or thirty years, a general practitioner can, if he 
is a good business man, become fairly well to do. By 
working twelve hours a day he will be able to main- 
tain a comfortable home and educate his children, 
but will have nothing left for his maintenance after 
his working days are over. On an eight-hour basis, 
with the same schedule of fees, he can barely exist, 


RICHARDSON—THE GENERAL PRACTITIONER. 






103 





but will be unable to keep abreast of the progress of 
the profession and do efficient service. 

Compared with the fees received by men who do 
special work in medicine and surgery, those of the 
general practitioner are altogether too small. I don’t 
know the remedy, but there should be a reasonable 
adjustment of fees. 


DR. H. A. BAKER, Minneapolis, Minn.: Mr. Chair- 
man, Gentlemen: I gather from the paper and the 
discussion that the path of the general practitioner 
in the small town is not one of roses. I can bring 
to them a message from the general practitioner in 
the city: it is equally as bad and possibly a little 
worse, the general practitioner in the city not charg- 
ing for mileage. So they might get together. Misery 
loves company. The doctor said that the mind of 
the general practitioner was not equal to all the ad- 
vances in medicine. I think he is somewhat modest 
about the mind of the practitioner. It is not within 
the capabilities of any mind to master all the arts 
and sciences and particularly the ever-changing and 
advancing science of medicine where one has to wade 
through so much chaff to get a bit of wheat. The 
brain has its limitations as other organs of the body. 
It is the divine good fortune of just a few to know 
it all. 

The fees have diminished just as the field has in- 
creased. The fees of the general practitioner are 
about the only ones that remain as they did in the 
Stone Age. The’ butcher, the baker, automobile me- 
chanic and plumber now have office hours and make 
professional charges, while those of the general prac- 
titioner, to my mind, never commensurate with serv- 
ice and respcnsibility, now are thought too much. I 
think it was Micawber of Dicken’s fame, who said 
that if a man’s annual expenses are a shilling over 
his income, the ultimate result is unhappiness. 
Many business firms, large and small, have gone 
bankrupt because they did not attach to their wares 
the freight and overhead expense, and lasted only 
until the original capital and credit was exhausted. 
The equipment of the modern specialist requires an 
outlay that will stagger and stun an embryo—that of 
the general practitioner, even though capable of all 
the arts, necessitates an endowment fund. And so I 
think with the doctors, that the general practitioner 
(I know it is true in the city) is moribund; in an- 
other decade or two he will be dead. I regret it very 
much, for to my mind, with the passing away of the 
general practitioner, there also passes away the heart 
of medicine, and in its place steps cold science,—sta- 
tistics, records, numbers and the knife. It was the 
combination of humanity and skill that made the 
general practitioner possible; it was the joint exer- 
tion of heart and hand in the restoration of health 
that made him great. We still have a lot of doctors 
who are practicing as general practitioners. They 
may well be termed the “Last of the Barons.” I 
really think it timely and fitting that the general 
practitioner be eulogized while he in a measure is 
still with us, for his disappearance is so slow and 
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gradual that when complete, there will be none left 
to do him honor. 

In the light of our present day knowledge, we can’t 
but wender how public and practitioner got along as 
well as they did. But it was because, though often- 
times incapable of the sciences, he never was inca- 
pable of the virtues. He was to the public like unto 
the village schoolmaster,—and, “still the wonder 
grew that one small head could carry all he knew.” 
His faults were but those of omission and should be 
written upon the sands—but the faults of his suc- 
cessors, the surgeons, scientists, and specialists are 
those of commission and engraved upon tablets of 
stone. If there are, or remain, any general practi- 
tioners in the future, they will be very much in de- 
mand; but I believe he will be as difficult to get as 
a University President or a leader of the Symphony 
Orchestra; someone familiar with all the parts and 
specialties, but only as they apply to the harmonic 
whole, the tout en semble. To my. mind the prac- 
tice of medicine is becoming more and more institu- 
tional. We will have in this country, if I may pre- 
dict, four, or at most six, large medical educational 
centres with their hospitals and research labora- 
tories, Minnesota, Johns Hopkins, Columbia, Harvard, 
possibly Philadelphia and Chicago. Radiating from 
these will be the open municipal and the closed pri- 
vate hospitals; and the closed private hospitals to 
be recognized must be standardized, and to be use- 
ful, and advantageous, and enjoy public confidence, 
must number among the directorate, a general prac- 


titicner, if one can be found, or else a doctor with a 
conscience, who can step up to the surgeon and say, 


“non licet,” “verboten.” Otherwise the hospital may 
take on the appearance in the eyes of the public of a 
surgical abbatoir. Of the diseases of the future, the 
greatest in number will be the functional,—the me- 
tabolic. These may be recognized in an institution, 
but their prevention and treatment is cnly possible 
in the home. There again is where the general prac- 
titioner will be most missed,—in the home—for home 
and general practice are synonymous,—useless, one 
without the other. With the return to the hearth 
and the fireside may come the return of the old-time 
physician. 

Mr. Chairman: We belong to a state the general 
practitioners of which have been the best people on 
earth. To me it is a source of great satisfaction to 
have enjoyed the tutelage of some, and had the in- 
spiring example of others. It is because of their 
illustrious examples that the doctors of the state are 
measuring iheir loyalty to the country only. by the 
strength and the length of their lives. In the new 
order of things, I am sure the general practitioner, 
though with reluctance, steps aside, and leaves the 
field and the fees to the surgeons and the specialists 
with the hope that in this dawn of a better day, they 
will help work out the evolution of the superman, 
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the exemplar of all the world, the new and the rue 
American. 

I would like to add one word to strengthen the 
thought of Dr. Andrews: the general practitioner 
should charge as large fees as he can for I think he 
is entitled to every dollar he can get, but I advise 
that he get into disguise, camouflage if you please, 
otherwise the public will not stand for a raise. He 
should assume some sort of specialty and then do 
as the surgeons and specialists are doing; charge. 
The eminent specialists of today are the general 
practitioners of yesterday. We of the profession rec- 
cgnize them as such, but the dear public see in them 
only the dear specialists. I believe their greatness is 
due in no small measure to the fact that they have 
been general practitioners in the past. So I repeat: 
get into a specialty and charge. 


DR. J. W. ANDREWS, Mankato, Minn.: Mr. Chair- 
man, Members of the Society: I think the physicians 
alone, the country practitioners, are to blame for the 
small fees, and I believe that times are changing in 
reference to that; it is my observation now, that the 
country practitioners, those in the small towns, are 
beginning to realize that they are worth something, 
for they are worth a great deal. Many are as com- 
petent as the average doctor in the city. I do not 
refer to specialists in their line, but they have come 
to feel that if they charge reasonable prices they will 
not get the business. It is all wrong in principle and 
practice. The physician who does good work can 
charge good fees and the patient will be better satis- 
fied than if he does poor work and charges a low fee. 
I hope the time has passed when the patient comes 
to the physician’s office, the physician takes a chair 
opposite to him, asks him a few questions, and diag- 
noses,—shall I say diagnoses?—and then, with pencil 
in hand, writes a prescription. The patient is enti- 
tled, unless the condition is very trifling, to a good, 
thorough examination. The physician should use all 
the means which modern medicine has given him, to 
look into the case, and charge well for it. The pa- 
tient will be well satisfied. As referred to by the 
last speaker, the other trades, businesses, and profes- 
sions are not slow to ask prices which they feel are 
commensurate for service rendered. The farmer 
charges the highest prices possible and wants his pay 
on the spot. They are not satisfied with dollar 
wheat; they are clamoring for three-dollar wheat. 
The farmers are well-to-do. Why should not these 
physicians in the rural communities charge for their 
services? But do good work, then you can get good 
pay, and no fault will be found. I do not believe 
there is any place in Southern Minnesota where the 
physicians are charging the old fees; but it is not 
so long since they were charging fifty cents a mile, 
a dollar a visit, ten dollars for an obstetrical case, 
etc. These are ridiculously low fees. I hope those 
days have passed, and passed forever. 
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EDITORIAL 


THE CARREL-DAKIN TREATMENT OF IN- 
FECTED WOUNDS. 


Amongst the numerous methods employed in 
caring for the wounded in this great war prob- 
ably none has been given greater publicity, 
hoth in the medical and lay press, than the 
Carrel-Dakin treatment. 

The solution used in this method of handling 
infected wounds—Dakin’s fluid—is a 0.45 to 
0.5 per cent solution of sodium hypochlorite. 
Stress is laid upon the point that the strength 
of the hypochlorite solution must be absolutely 
fixed between 0.45 and 0.5 per cent, as solutions 
that are weaker are of no value, while those 
that contain more than 0.5 per cent of the hypo- 
chlorite are irritating to the tissues. Care must 
also be taken that the fluid be free from traces 


of caustic soda, and that great attention be paid 
to the other details of the solution’s prepara- 
tion, viz., titration, ete. 

From a small volume recently issued (see 
Minnesota Medicine, Vol. I, No. 2, p. 80), in 
which a colleague of Dr. Carrel’s, M. le Dr. J. 
Dumas, and Dr. Carrel’s wife, Anne Carrel, 
have very clearly and concisely detailed the 
technic of the treatment, it is evident that the 
originators of the method hold the accurate 
preparation of the solution to be a most im- 
portant element in its successful employment. 

Likewise in the direct application of the 
treatment to infected wounds, adherence to spe- 
cific details, of course, balances the issue. In 
the French hospitals the solution is carefully 
tested by skilled chemists, the operative technic 
and the after-dressings are carried out by the 
surgeon himself with as much care as in any 
aseptic operation, and the discharges are reg- 
ularly examined by a skilled pathologist. So 
soon as the wound fluids are sterile or are found 
to contain only one or two germs in several 
microscopic fields, the wound can be completely 
closed from end to end by sutures and it heals 
like a primary operation wound. 

Multiple irrigation tubes, perforated along 
their whole length, 4 mm. calibre and 30 em. 
long, are inserted into the depths and recesses 
of wounds, and enable the nurse to flush the 
wound with a little of the solution every two 
hours by means of a clip on a tube leading from 
a glass reservoir suspended over the patient. 
Jn this way the wound is kept constantly bathed 
with the Dakin solution. 

According to the well known English sur- 
geon, Mayo-Robson, the appearance of the pa- 
tients thus treated is very striking. They have 
a clear complexion, are free from pain, have no 
rise of temperature, have a good appetite, and, 
with few exceptions, even the most extensive 
and foul wounds become sweet and clean and 
can he completely closed by suture within a 
fortnight, or even earlier in some eases. 

The method also receives the endorsement of 
many other men of note. Thus, William H. 
Welch writes (Jour. A. M. A., Vol. 69, No. 23) 
that he was most favorably impressed with the 
Carrel treatment of wounds, and believes that 
Carrel should receive credit for calling atten- 
tion to the possibility of the sterilization of in- 
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fected wounds by chemical means. He holds 
that while undoubtedly the technic of the Car- 
rel treatment is elaborate and requires an in- 
telligence and skill on the part of the surgeon 
which cannot be counted on for the average 
surgeon, and that while the preparation of the 
neutral solution of sodium hypochlorite also re- 
quires chemical skill, surgeons should acquaint 
themselves with the principles and technic, and 
try to overcome the difficulties of applying the 
treatment. ; 

Dr. W. W. Keen of Philadelphia, believes 
every surgeon in the various military and naval 
forces, and also those in civil life who have to 
do with industrial and other accidental wounds, 
should know the technic of the method by heart 
and practice it with exactness, as they will be 
rewarded by a most gratifying success. 

Well known advocates of the method, there- 
fore, expressing their strong endorsement in no 
half-hearted fashion, are numerous. 

Few, on the other hand, are the critics, but 
amongst them we are somewhat surprised to 
find Arthur Dean Bevan, who holds (Jour. A. 
M. A., Vol. 69, No. 20) that the value of the 
Carrel-Dakin method of treating infected 
wounds has not been established. He has been 
forced to the conclusion that Carrel’s work does 
not meet the requirements of sicentific research. 
Bevan believes that the choice of antiseptics in 
the treatment of infected wounds is of little 
moment, and that the use of the Carrel-Dakin 
fluid, like Koch’s lymph, Bier’s hyperemia, and 
the vaccine therapy of acute infections, will 
have a short period of popularity. 

At first glance, perhaps, it is difficult to recon- 
eile such views as those of Mayo-Robson’s, 
Welch’s and Keen’s, on the one hand, with 
Bevan’s, on the other. But on close analysis, 
can there really be any serious doubt concern- 
ing the value of a method, the practical appli- 
cation and the results of which are so entirely 
open to those who wish to investigate them? 
We believe not. : 


With results so conclusive, so definite, as 
those now being unquestionably obtained by 
the use of the Carrel-Dakin method in the actual 
theatre of war, we do not hesitate in at once 
handing down a decision most certainly in its 
favor. Whether the method meets all the re- 
quirements of scientific research or not, need 


not at this time restrain us from warmly ad- 
vocating its value, as no matter how closely 
parallel to, or how widely divergent from the 
established lines of scientific endeavor run the 
avenues of surgical and medical efforts in this 
great war, only by their results—the saving of 
human life and the restoration of shattered 
health—ean such efforts now be judged. 

As the fruit of this particular surgical effort 
—an effort made especially brilliant by rea- 
son of its grim and desolate background, War, 
—we have before us, beyond all question and 
in striking numbers, results that count. There- 
fore, apart from all other merits or demerits, 
and judged only from the standpoint of such 
results, the Carrel-Dakin method stands forth 
as a real surgical advance in the antiseptic 
treatment of infected wounds—an achievement, 
indeed, worthy of record. 


THE NEEDS OF THE MEDICAL SERVICE. 


Under the above caption, Lieut. Col. R. E. 
Noble, M. C., U. S. A., presented before the last 
meeting of the Southern Medical Association a 
most admirable paper, which convincingly an- 
swers many of the questions which have caused 
preplexing hours of thought with many doctors. 

The communication appears in full in the 
December issue of the Southern Medical Jour- 
nal and should be read by every doctor in this 
country. 

In a previous paper by the same writer, pre- 
sented prior to the time that the United States 
entered the world struggle, as in the above re- 
ferred to communication, Col. Noble said: ‘‘On 
the medical profession rests a heavy responsi- 
bility, for with the medical profession rests the 
subject of medical preparedness.’’ 

This is a particularly impressive paragraph 
and pregnant with truth, and its meaning 
should sink deep into the heart of every doctor 
in America. What was a fact before we en- 
tered the struggle is more than a fact now, 
since we have joined forces with our Allies in 
a world war, and which will only be terminated 
by the success of our arms. 

We have not a sufficient number of medical 
officers to care for the combatant and other 
forces now in training. With the new draft 
soon to be called and the possibility of the rais- 
ing of an army of between five and ten million, 
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as has been authoritatively foreshadowed, we 
would repeat ‘‘On the medical profession rests 
a heavy responsibility, for with the medical pro- 
fession rests the subject of medical prepared- 
ness.’”’ 

The responsibility of the medical profession 
of the United States and its importance in the 
successful outcome of the war cannot be too 
forcibly impressed upon every doctor who is 
mentally and physically fit and within the age 
limit, and they are urged to offer their services 
now. 

That the Surgeon General should have an 
immense Corps of Medical Reserve Officers upon 
which to draw, enabling him to place the indi- 
vidual where he will be best fitted for the serv- 
ice, is manifestly apparent. This will mean effi- 
ciency, and by efficiency alone can the respon- 
sibility now resting upon the medical profes- 
sion of this country be lessened. 

Apply at once for a commission in the Med- 
ical Reserve Corps and thus relieve the respon- 
sibility which you owe to your country, your 
profession, and yourself. 


THE ‘‘WAR EXCESS PROFITS TAX LAW”’ 
AS IT CONCERNS PHYSICIANS. 


As the time for making income tax returns 
has been extended to April 1st, we have sought 
the opinion of Mr. William H. Oppenheimer, 
attorney for the Minnesota State Medical Asso- 
ciation, on certain phases of the above law, 
trusting that it would be of assistance to our 
readers. 

Mr. Oppenheimer’s letter, in reply to ours, is 
given in full in the Correspondence columns, 
and, it will be found, very fully covers the de- 
tails of the Excess Profits Tax Law. 


PHYSICIANS LICENSED BY THE MINNE- 
SOTA STATE BOARD OF MEDICAL 
EXAMINERS. 


January, 1917. 


By Examination. 
Arnson, Johan Martin - Northwestern, 1917 
Knapp, Frank Norris - Bowdoin College, 1917 
Nedergaard, Niels - - - - - - 
University of Nebraska, 1917 
Nugen, Doreie RR. - - - - Rush, 1917 





GENERAL INTEREST. 


Through Reciprocity. 


Barnes, Elbert Maltby - Northwestern, 1901 
Gibbons, James Minor - Northwestern, 1908 
Hickey, Robert Emmet - Marquette, 1910 
Hunt, Verne Carlton- - - - Rush, 1913 
Leonard, Lawrence Joseph - Creighton, 1916 
Lillie, Harold Irving - U.of Michigan, 1912 
Morsman, Leslie William - U. of Nebraska, 1906 
Pemberton, John de Jarnette - U.of Pa. 1911 
Sanders, Audley - - + + Rush, 1911 


OF GENERAL INTEREST 


The Children’s Bureau of the U. 8. Depart- 
ment of Labor at Washington very. rightly asks, 
why should the United States, especially the 
newer rural states, be satisfied with a less fa- 
vorable infant mortality rate than that which 
New Zealand can show? The New Zealand rate 
has steadily gone down, notwithstanding the 
war, and is now almost precisely half the rate 
for the registration area of the United States; 
that is, in New Zealand one baby in twenty dies, 
while in the United States one baby in ten dies. 
The most favorable state rate in the registra- 
tion area is 70, that of Minnesota. Why should 
Minnesota not enter the race with New Zea- 
land? 

Information has recently been received in 
this country that Dr. F. Truby King of New 
Zealand has sailed for Vancouver on his way to 
England. Dr. King is known as the active head 
of the New Zealand Society for the Health of 
Women and Children, an organization which, 
in co-operation with the government, is cred- 
ited with a large share of responsibility for the 
lowering of the New Zealand infant mortality 
rate in recent years. This society was organ- 
ized when Lord Plunket was Governor of New 
Zealand, and its nurses are known as Plunket 
nurses in honor of Lady Plunket, who gave 
much aid to the society. 

It is significant that Dr. King is now going 
to England to undertake similar work there at 
the request of a society in which Lord and Lady 
Plunket are moving spirits. 

Dr. Truby King expects to be in the United 
States about three weeks. He writes that he 
wishes to be informed as to the latest develop- 
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ments in child welfare work in the United 
States, and his plan is to visit various cities 
where notable work is now under way. The 
visit of Dr. King just now gives added emphasis 
to the importance of the nation-wide campaign 
for infant welfare which the State and National 
Committee of Defense and the Children’s Bu- 
reau are undertaking. 


The tuberculosis sanitarium erected just 
south of Thief River Falls, Minn., by the coun- 
ties of Pennington, Marshall and Roseau, was 
formally opened to public inspection on Decem- 
ber 31, 1917. 

The principal address was delivered by Hon. 
CGieo. F. Mathson of Roseau county. He spoke 
of the work accomplished during the past twen- 
ty years in combating the most fatal of all dis- 
eases and showed how it is easily yielding to 
sensible treatment and proper care. The toll 
is still very heavy, said Mr. Mathson, but an 
enlightened world is learning something all 
the time concerning the best way in which to 
check its onslaughts, and institutions such as 
this sanitarium have been found to be the one 
most effective method of dealing with it. 

Dr. Robinson Bosworth, executive officer of 
the sanitarium commission of the state board 
of control, was present and spoke briefly. 

The commissioners and speakers of the day 
referred often to Dr. G. S. Wattam of Warren, 
to whose work in behalf of tuberculous patients 
the people of the state owe a great deal. He 
was one of the first to advocate sanitariums in 
this northern section and took an active part 
in securing action by the people on the prop- 
osition of building the tri-county hospital. 


Dr. Charles Newell Burton of Blue Earth, 
Minn., died at his home, February 1st, from 
apoplexy. He was a graduate of the Univer- 
sity of Michigan Medical Department, 1889, and 
had practiced medicine 29 years. He was 51 
years old. 


Captain Ralph St. J. Perry has been placed 
in charge of the examinations of applicants for 
commissions in the Medical Reserve Corps from 
the Northwest. Those desiring to take the ex- 
aminations for any of the medical branches of 
the service should apply to him at 416-417 Pills- 
bury Building, Minneapolis, Minn. 


NEW AND NON-OFFICIAL REMEDIES. 





The following physicians constitute the Med. 
ical Advisory Board for Brown and Sibley 
counties : 

Dr. O. C. Strickler, New Ulm. 

Dr. M. Sundt, Hanska. 

Dr. G. F. Reineke, New Ulm. 

Dr. J. Wellcome, Sleepy Eye. 

Dr. C. A. Hintz, D.D.S., New Ulm. 





NEW AND NON-OFFICIAL 
REMEDIES 


Curing January the fcllowing articles were ac- 
cepted by the Council on Pharmacy and Chemistry 
for inclusion with New and Non-official Remedies: 

The Abbott Laboratories: 

Chlorazene Surgical Powder. 

Calco Chemical Company: 

Betanaphthyl Salicylate (Calco). 

Merck and Company: 

Acetylsalicylic Acid-Merck. 


NEW AND NON-OFFICIAL REMEDIES. 
Sterile Solution Coagulen-Ciba (3 per cent) 


1.5 Ce. Ampoules.— Each ampule contains 1.5 Cc.: 


of a 3 per cent solution of coagulen-Ciba. 
stein and Co., New York City. 


Sterile Solution Coagulen-Ciba (3 per cent) 
20 Cc. Ampoules.— Each ampule contains 20 Ce. 
of a 3 per cent solution of coagulen-Ciba. A. Klip- 
stein and Co., New York City. 

Tablets Coagulen-Ciba 0.5 Gm.— Each com- 
pressed tablet contains 0.5 Gm. coagulen-Ciba and 
0.46 Gm. sodium chloride. A. Klipstein and Co., New 
York City. 

Dichloramine-T (Calco).—Paratoluenesulphone- 
dichloramide.—This is said to act much like Chlora- 
mine-T, but is capable of being used in a solution of 
eucalyptol and liquid petrolatum, thus securing the 
gradual and sustained antiseptic action. Like Chlo- 
ramine-T, dichloramine-T (Calco) is said to act es- 
sentially like the hypochlorites, but to be less irri- 
tating to the tissues. Dichloramine-T (Calco) is said 
to be useful in the prevention and treatment of dis- 
eases of the nose and throat. It has been used with 
success as an application to wounds, dissolved in 
chlorinated eucalyptol and chlorinated paraffin oil. 
Manufactured by the Calco Chemical Co., Bound- 
brook, N. J. 

Halazone-Calco.— Parasulphonedichloramidoben- 
zoic acid.—It is said to act like chlorine and to have 
the advantage of being stable in solid form. In the 
presence of alkali carbonate, borate and phosphate, it 
is reported that halazone in the proportion of from 
1:200,000 to 1:500,000 sterilizes polluted water. Man- 
ufactured by the Calco Chemical Co., Boundbrook, 
N. J. 


A. Klip- 
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NEW AND NON-OFFICIAL REMEDIES. 


Chloramine-B (Calco).— Sodium Benzenesulpho- 
chicramine.—It contains from 13.0 to 15.0 per cent 
available chlorine. The actions, uses and dosage for 
Chioramine-B (Calco) are claimed to be essentially 
similar to those given in New and Non-official Reme- 
dies, 1917, for Chlorazene. This compound was in- 
troduced into medicine by Dakin. Its physical and 
chemical preperties are similar to those of chlora- 
mine-T. Manufactured by the Calco Chemical Co., 
Boundbrook N. J. (Jour. A. M. A., Jan. 12, 1918, p. 
91). 


PROPAGANDA FOR REFORM. 
The Carrel-Dakin Wound Treatment.— Wil- 


liam H. Welch writes that he was most favorably 
impressed with the Carrel treatment of wounds, and 
believes that Carrel should receive credit for calling 
attention to the possibility of the sterilization of in- 
fected wounds by chemical means. He holds that 
while undoubtedly the technic of the Carrel treat- 
ment is elaborate and requires an intelligence and 
skill on the part of the surgeon which cannot be 
counted on for the average surgeon, and that while 
the preparation of the neutral solution of sodium 
hypochlorite also requires chemical skill, surgeons 
should acquaint themselves with the principles and 
technic, and try to overcome the difficulties of ap- 
plying the treatment. (Jour. A. M. A., Dec. 8, 1917, 
p. 1994). 

Hemo-Therapin.— The Council on Pharmacy and 
Chemistry reports that, according to the Hemo-Ther- 
apin Laboratories, New York, Hemo-Therapin is a 
“combination of highly refined creosols and phenols 
(which have been detoxicated by special processes) 
with salts of iron, potassium, sodium, phosphorus 
and calcium in minute but physiologic proportions— 
the solution as a whole being designed to approxi- 
mate closely in various fundamental details the chem- 
istry of the blood.” No statement is made, however, 
as to the quantities of the several ingredients, nor is 
any information given as to the identity of the “creo- 
sols” and “phenols,” or as to the nature of the pro- 
cesses whereby these are “detoxicated.” The Coun- 
cil explains that the Hemo-Therapin Laboratories ask 
physicians to believe that the occasional intravenous 
administration of this liquid will benefit or cure a 
long list of ailments, including erysipelas, septicemia, 
pyemia, puerperal infection, malaria, pneumonia, ty- 
phoid fever, diabetes, chronic Bright’s disease, goiter, 
arteriosclerosis and locomotor ataxia. The testi- 
monials which are presented for the claims bear a 
striking likeness to those found in “patent medicine” 
almanacs. One of the cases is a woman who was 
bitten by a snake seventeen years ago and who, on 
the anniversary of the bite, suffers severely from the 
original bite. (Jour. A. M. A., Jan. 5, 1917, p. 48). 


Venosal.— The Council on Pharmacy and Chem- 
istry reports that Venosal, sold by the Intravenous 
Products Company, Denver, Colo., is inadmissible to 
New and Non-official Remedies because its chemical 
composition is indefinite; because the therapeutic 
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claims are exaggerated, and because the composition 
is unscientific. Venosal is a solution of sodium sali- 
cylate containing also colchicum and an insignificant 
amount of iron. Since it is possible to obtain the sali- 
cylate effects promptly and certainly by oral adminis- 
tration, the inherent dangers of intravenous medica- 
tion render its routine employment unwarranted. At 
this time, when economy is a national policy, a fur- 
ther objection to the use of Venosal is the unneces- 
sarily high expense of Venosal itself and the adminis- 
traticn. (Jour. A. M. A., Jan. 5, 1917, p. 48). 


Our Archaic Patent Laws.— The reports of the 
Council on Pharmacy and Chemistry on Secretin- 
Beveridge and the Need for Patent Law Revision are 
opportune. At the request of the National Research 
Council, the “Patent Office Society,” an association 
of employees of the U. S. Patent Office, has created 
a committee to study the U. S. Patent Office and its 
service to science and to arts. There is no question 
that one of two things is needed: either a radical 
change in the patent law itself or the application of 
more brains in its administration. Now the United 
States Patent Law is tco often used to obtain an un- 
fair monopoly of a medicament or to abet quackery. 
(Jour. A. M. A., Jan. 12, 1918, p. 95). 

Secretin-Beveridge and the U. 8. Patent Law. 
—In 1916, A. J. Carlson and his co-workers demon- 
strated that commercial secretin preparations con- 
tained no secretin, and that secretin administered by 
mouth or even into the intestine was inert. Yet a 
U. S. patent was subsequently issued to James Wal- 
lace Beveridge, for a process of preparing secretin 
preparations which would contain secretin when they 
reached the consumer, and in a form resisting de- 
struction in its passage through the stomach. At the 
request of the Council on Pharmacy and Chemistry, 
A. J. Carlson and his associates studied the stability 
of the secretin made according to the Beveridge pat- 
ent. The investigation shows that the patent gives 
no process for the manufacture of commercially sta- 
ble secretin preparations, nor any means for prevent- 
ing the destruction of secretin by the gastric juice 
when administered orally. (Jour. A. M. A., Jan. 12, 
1918, p. 115). 

Need for Patent Law Revision.— The Council 
on Pharmacy and Chemistry publishes a report pre- 
pared by its committee on patent law revision, which 
is an appeal for an amendment of the patent law 
which governs the issuance of patents on medicinal 
preparations, and more particularly for a revision on 
the procedure under which such patents are issued. 
The report points out that to increase our national 
efficiency, the government must protect and stimulate 
science, art and industry, and at the same time curb 
waste of the country’s resources; and that, to this 
end, the patent office should encourage discoveries 
which go to increase national efficiency, and refuse 
patent protection when such protection is not in the 
interest of national efficiency, conservation of energy 
and material resources. The report presents a con- 
siderable number of specific instances which demcn- 
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state that patent protection has been given where it 
was not deserved and not in the interest of the pub- 
lic. The report concludes with a reference to the in- 
vestigation of a patent granted for a preparation of 
secretin, apparently without any attempt to confirm 
the highly improbable claims of the patent applicant. 
(Jour. A. M. A., Jan. 12, 1918, p. 118). 


Arsphenamine.—N®, this is not a new chemical; 
it is simply the name adopted by the Federal Trade 
Commission for the Hydrochloride of 3-diamino-4-di- 
hydroxy-l-arsenobenzone—in other words, salvarsan. 
The three firms which have been licensed to manu- 
facture this drug are permitted to have their own 
trade names for it, but the official name “arsphena- 
mine” must be the prominent one on the label of all 
brands. Hence physicians should at once make it a 
point to learn and use the name “arsphenamine.” 
(Jour. A. M. A., Jan. 19, 1918, p. 167). 

Cactina Pillets.— According to the manufacturer 
of Cactina Pillets (The Sultan Drug Co.), “cactina” 
is “invaluable in all functional cardiac disorders such 
as tachycardia, palpitaticn, arrhythmia, and when- 
ever the heart’s action needs regulating or support.” 
The manufacturer gives no information as to the 
mode of action of “cactina,” but states that it is to- 
tally unlike that of digitalis. An examination of the 
literature indicates that Cactus grandiflorus is ther- 
apeutically inert, and no one except Mr. Sultan of 
the Sultan Drug Company claims to have isolated an 
active principle of it. The Council on Pharmacy and 


Chemistry examined the literature relating to cactus 
and certain proprietary preparations, including Cac- 
tina Pillets, alleged to be made from cactus, and re- 
ported that the literature does not afford a single 
piece of careful, painstaking work which lends sup- 


port to the claims made for Cactina Pillets. Since 
then, Hatcher and Bailey examined genuine Cactus 
grandiflorus, and also found that the drug was phar- 
macologically inert. @Jour. A. M. A., Jan. 19, 1918, p. 
185). 

Surgodine.— The A. M. A. Chemical Laboratory 
having found Surgodine (Sharp and Dohme) to con- 
tain 2.51 Gm. free iodin (instead of 2.25 per cent as 
claimed) and 1.78 Gm. combined iodin (probably 
chiefly hydrogen iodid), the Council on Pharmacy and 
Chemistry reports that it is essentially similar to the 
official tincture of iodin except that it is considerably 
weaker and, instead of potassium iodid, it presum- 
ably contains hydrogen iodid and probably ethyl iodid 
to render the iodin water-soluble. Its composition, 
however, is secret. The Council held Surgodine in- 
admissible to New and Non-official Remedies because 
its composition is secret; because the therapeutic 
claims made for it are exaggerated and unwarranted, 
and because it is an unessential modification of the 
official tincture of iodin. Surgodine is a good illus- 
tration of the economic waste inseparable from most 
proprietary medicines. While the free-iodin strength 
of Surgodine is only about one-third that of the offi- 
cial tincture, its price is between two and three times 
as high. (Jour, A. M. A., Jan. 26, 1918, p. 257). 
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Dionol.—If physicians take the word of the Dio. 
nol Company, the therapeutic possibilities of Dionol 
are apparently limited only by the blue sky. Even 
the company admits that “the unprecedented raige 
of acticn” of this marvel “may come as a surprise.” 
A glance over the published case reports confi:ms 
the inference. Dionol is furnished in two forms: as 
an ointment and as an emulsion. Dionol itself is a 
sort of glorified petrolatum, the use of which is said 
to prevent the leakage of energy from the nerve cells, 
and by overcoming the short-circuiting always said 
to be present in inflammations, is asserted to accom- 
plish its wonders. (Jour. A. M. A., Jan. 26, 1918, p. 
257). 


REPORTS 
AND ANNOUNCEMENTS OF 
SOCIETIES 


MINNESOTA NEUROLOGICAL SOCIETY. 


The meeting of the Minnesota Neurological Society 
was held January 15, 1918, with Arthur S. Hamilton, 
the President, in the chair. The program was as 
follows: 

Dr. Crafts reported the following: 

Abstract of Preliminary Material on “An Original 
Test for the Pathologic Great Toe Sign.” 

In going over a remarkable grouping of reflex and 
cther disturbances in the following case of back in- 
jury the writer’s attention was attracted to sharp 
dorsal extension of the great toes on upward stroke, 
with blunt point, over the anterior surface of the 
ankle. 

Mr. T., 52, single. Reaching under a section of 
barn floor which was being lifted by several men, 
was doubled over sharply when they accidentally let 
it down on him. Felt a band of numbness about mid- 
body. .Continued his work. Dull pain about body for 
38 months. Gradual improvement, followed by sharp 
“cramp-like” pains in same zone. These diminished, 
followed by numbness in feet, gradually extending to 
waist line. About 3 weeks later weakness in legs. 
Then complete loss of motion in legs; retention of 
urine next day. 

Nutrition poor; has lost 30 pounds. Upper ex- 
tremities and face normal; leg muscles wasted; pa- 
tellar response absent on both sides; no ankle clonus. 
A marked Babinski. Oppenheim and Gordon on both 
sides, and after an interval of about a second the 
great toe on the other side extends accompanied by 
contraction of the adductors of the thigh. Moderate 
dulling of both pain and tactile sense over legs and 
up to point 2 inches below umbilicus, and of tactile 
sense alone to a point 2 inches above this point. 
And as pin point passes the lower line there is ex- 
tension of the great toe and retraction of leg. Motor 
power abolished in both legs. Abdominal reflexes 
abolished. Great toe extends on stroke over ankle. 
Laminectomy by Dr. H. B. Sweetser, May 5, 1917, 
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removing dorsal spines from 9th to 12th. Opposite 
ninth disc and extending over bodies of ninth and 
tenth vertebrae a fusiform brownish mass, extra- 
dural, was exposed, which extended around under 
the cord on the right, dissected and chiselled out. 

May 10. Patient reports legs feeling more comfort- 
able. Oppenheim and Gordon signs absent, Babinski 
present on both sides, but does not diffuse to opposite 
side now. Upward stroke over surface of ankle pro- 
duces extension of great toe. Slightly improved sen- 
sation in zone of 9th and 10th segments, and just 
above this level a zone of hyperaesthesia. 

May 14. Babinski present on both sides, and with 
the test the arm on the same side developed mus- 
cular contraction. Stroke over ankle gives active ex- 
tension of great toe. Zone of hyperaesthesia corre- 
sponding to 8th segment has disappeared. 

May 28. Sensation normal down to line 2 inches 
below umbilicus. No improvement below this. Oc- 
casional extension of great toe as pin point passes 
downward over this line. No power in legs. No con- 
trol of bladder. Patellar response absent; no clonus, 
Babinski response on both sides, and extension of 
the great toe on similar irritation of skin over each 
ankle. Slight Oppenheim on the left. 

July 28. Reported that patient is stronger but no 
power in legs. 

October 23. Patient gaining strength, some power 
in legs, can get into wheel chair alone. 

January 12, 1918. Reported that patient can flex 


and extend legs, move toes, and can lift either foot 


from floor. 
the time. 

Since finding new toe reaction in this case, all 
cases of organic central motor involvement coming 
under writer’s observation have been studied and the 
response has been found more uniformly present 
than either the Oppenheim or Gordon, and nearly as 
constant as the Babinski, as shown by the following 
four selected cases of various types. 


Of these four cases two are of multiple sclerosis, 
reported in detail in writer’s paper published in 
Journal A. M. A., October 6, 1917, as cases two and 
thirteen. In case thirteen the test is shown. * Case 
two had not at that time been examined for this re- 
action, but recent test shows its presence. 

A case of cerebral apoplexy, Mrs. E., 47, while 
reading, suddenly became aphasic, right arm power- 
less, right leg weak, consciousness retained. Face 
not involved, left pupil large, no sensory disturbance, 
arm reflexes overactive on right, no motor power. 
Right patellar and achilles accentuated, no clonus, 
Babinski and Oppenheim on right, and extension of 
great toe on upward stroke over ankle surface. Two 
weeks later Oppenheim had disappeared, while 
stroke on plantar surface and over the dorsal sur- 
face of ankle both produced extension of great toe. 

The fifth case presented is one of head injury with 
very peculiar symptom groupings. Mr. B., 31. On 
train, coach derailed, thrown against side of car, 
right side of head and right shoulder injured. Mus- 


Some pain about right side of body all 
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cular spasm of right face, right arm weak, hand tro- 
phic, right leg numb and weak at first. No qualita- 
tive changes in reflexes at first. Two months later, 
spasm of facial muscles more extensive, hand less 
trophic, mental disturbances, epileptiform seizures, 
and marked qualitative changes in reflexes in left leg, 
with overactive patellar response, moderate Babinski, 
sharp Oppenheim and Gordon and active extension 
of great toe on stroke over dorsal surface of ankle, 
no clonus. 

Attention called to the varying presence of these 
different reactions all supposed to indicate organic 
damage to the central motor neuron, in different 
cases, and speculative consideration of reasons for 
the variations. 


Dr. Arthur Sweeney presented a case of multiple 
sclerosis with unusual features. The patient, Miss 
G. M., 21 years of age, had an attack when fifteen 
months old of paralysis of the left side of the body, 
with some rigidity, and during her childhood walked 
with a somewhat spastic gait. She was dull in school, 
stammered, was timid and diffident, and at eighteen 
years had advanced only to the seventh grade in 
school work. At eighteen she tried to clerk in a 
store, but found difficulty in making change and was 
puzzled by complicated transactions. 

In May, 1917, she complained of being tired and 
irritable, and in June had a sudden attack in which 
her left arm began to shake and her left leg to lose 
power. Since then there has been a gradual dete- 
rioration of the left side of the body, with marked 
intention tremor but without material loss of power. 
The leading features of the case are a tendency to 
laughter, scanning speech, spasticity of the left leg 
and arm, tendency to stagger to the left, and a 
marked intention tremor. Any attempt to use the 
left hand is accompanied by a slow shaking, five per 
second, of large amplitude and continuing a consid- 
ereable period after the action is accomplished. 
When asked to touch her nose with the index finger 
of the left hand, the movement resembles the act of 
playing a jew’s harp and she is unable to touch the 
nose. All reflexes are exaggerated, deep as well as 
superficial. There is no ankle clonus, and there is a 
rather doubtful Babinski reflex on the left foot. The 
case is interesting because of the early paralysis, the 
sudden apoplectiform character of the attack in June, 
and the wide amplitude of the intention tremor. 

Dr. Hamilton reported a case where the symptoms 
were all of bulbar origin, but were of the irritative 
type rather than the paralytic type of ordinary bul- 
bar paralysis. The clinical history in brief was as fol- 
lows: 

Male, age 57, married, merchant. 
vious personal history negative. Seen November 24, 
1915. In October, 1914, he had some trouble with his 
teeth and had some of these extracted in January. 
He thinks his jaw may have been dislocated at the 
time, though there is no good evidence that this ac- 
tually happened. Shortly after the extraction he be- 
gan to have trouble with eating and after some 


Family and pre- 
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months there was trouble in swallowing and a coarse, 
continuous choreic-like movement began in tongue 
and face. 

When first seen the physical examination was prac- 
tically negative except for the movements mentioned. 
These were present in his tongue, lower jaw, lips 
and face, but involved especially the tongue and the 
masseter and temporal muscles. The patient could 
restrain the movements for a very short time, but 
this period was followed by additionally violent move- 
ments. He could close his mouth and hold it shut 
for a short period, but had difficulty in breathing 
through his nose, though there was no demonstable 
obstruction in nose or throat. There has been little 
change in the patient’s condition since he was first 
observed except that the movements have grown 
rather more violent and possibly have spread some- 
what. There is increased difficulty in swallowing 
and a rather marked tendency for mucus to collect in 
the throat and the patient has difficulty in expelling 
this. He is very thin but there is no definite local- 
ized atrophy. 

The examination of the blood, urine and spinal 
fluid has been entirely negative. 

E, M. HAMMES, 
Secretary. 





SIOUX VALLEY MEDICAL ASSOCIATION. 
The Twenty-second Semi-annual Session of the 

Sioux Valley Medical Association was held at Sioux 

City, lowa, Tuesday and Wednesday, January 22 and 

23, 1918. 

PROGRAM. 

Is the Fowler Position Always Desirable in Abdo- 
minal Drainage?—Dr. E. A. Jenkinson, Sioux 
City, Iowa. 

Essentials in Pediatric Diagnosis—Dr. G. E. Zimmer- 
man, Sioux Falls, S. D. 

Radium Technic—Dr. D. T. Quigley, Omaha, Neb. 

Prostatectomy—Dr. L. J. Townsend, Sioux City, Iowa. 

Subdiaphragmatic Abscess. Illustrated—Dr. Emanuel 
Friend, Chicago, III. 

Military Surgery—Dr. James M. Neff, Chicago, Ill. 

A Clinical and Experimental Study of Metastatic 
Joint Infection. Ilustrated—Dr. Phillip H. Kreu- 
scher, Chicago, III. 

Diseases of the Nasal Accessory Sinuses in Children 
—Dr. L. W. Dean, Iowa City, Iowa. 

The Rational Basis of the Artificial Feeding of In- 
fants—Dr. Albert H. Beifeld, lowa City, Iowa. 
Blood Pressure: A review of the present status of 
our knowledge concerning blood pressure, causes 
and pathological significance of variation—Dr, H. 

J. G. Koobs, Scotland, S. D. 

Intestinal Disorders in Children—Dr. Chas. P. Mc- 
Hugh, Sioux City, Iowa. 

Possibilities of Local Anesthesia in Major Operations 
—Dr. G. G. Cottom, Sioux Falls, S. D. 


The next meeting, which is the annual meeting, will 
be held at Sioux Falls, S. D., in July. 


CORRESPONDENCE. 
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THE WAR EXCESS PROFITS TAX LAW. 


To the Editor: Relative to your inquiry as to the 
“War Excess Profits Tax Law.” 

The “War Excess Profits Tax” must be distin- 
guished from the “Income Tax.” The first excess 
profits tax was passed on March 8, 1917, but inas- 
much as it did not apply to incomes derived from per- 
sonal services, physicians were not effected. This 
law was repealed October 3, 1917, and the present 
excess profits tax adopted. 

Under the Excess Profits Tax Law all individuals, 
partnerships and corporations engaged in “trade” or 
“business” are subject to the tax. The law expressly 
defines the word “trade” and “business” to include 
“professions and occupations.” So far as physicians 
are concerned, they, having no inwested capital as that 
term is used in the law, are not subject to a graduated 
tax, but must pay a tax of 8 per cent of the net in- 
come derived from their professions less a deduc- 
tion from the income of $6,000. In other words, if a 
physician’s net income was $10,000 he would deduct 
$6,000 and pay a tax of 8 per cent on $4,000, or $320. 

In general the methods of determining net incomes 
under the Income Tax Laws govern in determining 
this item under the Excess Profits Law. If two or 
more physicians are in partnership the tax is upon 
the net income of the partnership business, less but 
one deduction of $6,000. “ 

By treasury decision filed December 20, 1917, part- 
nerships were allowed to deduct as an expense in de- 
termining the net income, reasonable salaries or com- 
pensation paid to individual partners for personal 
services actually rendered during the taxable year. 
With respect to any period prior to March 1, 1918, 
no previous agreement is necessary in order that such 
deduction may be made. In case any deduction of 
salaries as an expense is sought to be made after 
March 1, 1918, such salaries must be provided for in 
the articles of co-partnership, and physicians who are 
practicing as partners, if they desire the benefit of 
this exemption, should amend their articels of co- 
partnership accordingly. It is perhaps needless to 
add that the salaries or compensation must not be 
unreasonable, 

On the same date, in order to remove any doubt 
about partners being taxed a second time on their 
shares of partnership profits, the Treasury Depart- 
ment ruled that a partner in his individual capacity 
will not be considered as engaged in trade or busi- 
ness with respect to his share of the profit. in the 
partnership and consequently will not be subject to 
excess profits tax thereon. He is, however, subject 
to the Excess Profits Tax, if any, with respect to 
salary or compensation from the partnership for per- 
sonal services. “ 


The provisions of the War Excess Profits Tax Law 
places a tax on professional incomes, and has been 
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severely criticized upon the ground that it has no 
relation to “Excess Profits” or to the income earned 
prior to the war and because it is alleged to consti- 
tute “a very heavy extra income tax levied on cer- 
tain classes of persons who are getting their income 
not from accumulated wealth or from the exertions 
of other people but from their own exertions” (Out- 
look, October 17, 1917), and that it is not based upon 
profits arising out of war conditions (Outlook, Octo- 
ber 19, 1917). Again, it is criticised because those 
that do not work for a living but who derive their 
incomes from investments pay no tax under this law. 

On the other hand it should be borne in mind that 
business enterprises having an invested capital pay 
a graduated tax running up to 60 per cent on all 
profits in excess of 33 per cent of the capital, and 
upon this basis it has been held that the tax is not 
unreasonable. 

For your information we might add that England 
has no Excess Profits Tax on professions such as 
medicine, though their income tax is far heavier than 
that imposed in this country. 

Trusting this answers your inquiry, we are, 

Yours very truly, 


MOORE, OPPENHEIMER & PETERSON, 
By W. H. Oppenheimer. 


UNJUST CRITICISM. 
To the Editor: 


The following dispatch from Camp Dodge, Iowa, to 
the public press, has recently been brought to my 
attention: 


“Ears of draft board physicians in Minnesota and 
North Dakota would burn if they could hear some of 
the things army officers at Camp Dodge say of their 
carelessness in examining men of the first draft. 
That there was inexcusable carelessless, and in some 
cases complete disregard of common sense, in pass- 
ing drafted men is an opinion repeatedly heard here. 

““T should like to be the employer of some of those 
physicians for about five minutes,’ was the way one 
of the 88th division’s officers put it. I am not ‘knock- 
ing’ the men sent here from Minnesota. A big per- 
centage was made up of remarkably strapping speci- 
mens, especially those from Northern Minnesota. 
And it is not often a man’s fault if he is physically 
disabled. There is, however, no excuse for the way 
physicians have sent the unfit to us. 

“Men with four toes and with six toes, seriously 
lame men, men with chronic illnesses which have 
sent them repeatedly to hospital, and men with such 
apparent physical defects that any civilian could rec- 
ognize them, have been sent here. 

“Some of the worst cases of unfit men have been 
discharged from the army. Several with minor de- 
fects have been operated on, under the army regula- 
tion permitting surgeons to remedy minor physical 
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defects by operations that do not endanger the pa- 
tient’s life. 


“Officers here vary widely in their opinion of the 
drafted men sent from Minnesota. One today ex- 
pressed a hope that second draft men would measure 
up to first draft standards. Another said he took it 
for granted that Minnesota had been getting rid of 
all her barroom hangers-on and I. W. W. in the first 
draft contingent sent down. 


“It seemed to depend on the luck of a particular 
commander whether he liked the Minnesotans or not.” 

The above dispatch, I believe, unjustly criticises 
hundreds of medical men who have been giving the 
best that is in them freely, and mostly without com- 
pensation, to the government by making the examina- 
tions referred to in that article. 


I am one of that bunch of “incapables,” and when 
first reading the article felt like making reply. How- 
ever, on perusing it again I came to the conclusion 
that it had been inspired by some recent hospital in- 
tern who had perhaps three mcnths post-graduate 
training at government expense. 


No doubt there are some grounds upon which to 
base criticism, but when you consider that we were 
allowed only ten cents per head for each examina- 
tion (and then asked to make it a gratuitous service, 
which most of us did), and then ordered to complete 
the work as rapidly as pessible irrespective of, and 
at a sacrifice of, our necessary professional work, it 
looks as if this whciesome criticism is hardly fair. 
Myself and my assistant examined as many as eighty 
in one day, filling out many of the blanks personally, 
and in many cases making two copies of the same, 
that is doing a great deal of clerical work because we 
could find no one else to do it. 

Again, in case of doubt, we were instructed to give 
the benefit of that doubt to the government, which 
was interpreted to mean that these men were to un- 
dergo a final examination at camp by men whom the 
gevernment had specially trained for the work. Of 
all the men sent from our county, I am informed that 
not one has been returned on account of being unfit. 
Evidently there is a screw loose somewhere, possibly 
in the head of some medical stripling at Camp Dodge. 


X. Y. Z. 


NOTICE. 


The BEEBE LABORATORIES wish to apolo- 
gize for the typographical errors in the front 
cover advertisement of last month. We re- 
ferred to Histological Examinations of tissue 
specimens. 

The point we wished to emphasize was that 
our extensive and varied experience in this 
work places us in a position to render the pro- 
fession valuable assistance. 


BEEBE LABORATORIES, Ine., 
St. Paul. 
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PROGRESS IN MEDICINE AND 
“SURGERY 


SALVARSAN AND OTHER REMEDIES IN OPH- 
THALMIC SURGERY: Freeman Fergus (Arch. of 
Ophth., Vol. XLVII, No. 1, Jan., 1918), speaks with 
candor in the expression of his opinion in regard to 
the efficacy of some of the therapeutic agents em- 
ployed in the treatment of ocular conditions. Reme- 
dies appear upon the market from time to time which 
are lauded to be of special benefit under certain con- 
ditions, drugs that in after years are rarely if ever 
mentioned. Nevertheless, such remedies not infre- 
quently establish themselves so firmly on an em- 
pirical basis that the physician employs them with- 
out a thought as to their scientific merit. 

To lend emphasis to the above statements the re- 
viewer shall quote from the original article directly: 
Fergus states, “One or two examples will illustrate 
our meaning. Some years ago certain organic prep- 
arations of silver were supposed to supersede every- 
thing else in the treatment of various forms of con- 
junctivitis. Three of the best known were protargol, 
argyrol, and collargol. The first was largely brought 
into notice by a book written by Dr. Darier of Paris 
and translated for the English public by Mr. Sydney 
Stephenson. A more disappointing book we never 
read. It is absolutely destitute of any scientific in- 
formation on the subject. It is a piece of empericism 
and tolerably crude at that. How these remedies 
came to be popular and sold in the way they were, 
as germicides with important actions, is a mystery, 
for if there is one thing certain, it is that their ger- 
micidal actions are practically negligible. Many ex- 
periments have been made with strong solutions of 
these drugs. Cultures have been immersed in solu- 
tions of them for hours together and then sub-cul- 
tures have easily been obtained. It is difficult to be- 
lieve that anybody can still hold that a few drops of 
a solution of any of these drugs introduced into the 
conjunctival sac for a few seconds can have any in- 
fluence whatsoever on the flora of the conjunctiva.” 

The essayist, soon after beginning the practice of 
ophthalmology, came to the conclusion that conjunc- 
tivitis is the result either of an error of refraction or 
an infection with micro-organisms. In the treatment 
of the latter any attempt to kill the organisms will 


prove futile; only effort extended in removal of the 


infective agent may bring about the desired result. 
In the treatment of cancer, Roentgen ray and ra- 
dium are, in the opinion of the author, being more 
and more discarded. He adds: “I do not suppose 
there is a single instance on record in which a case 
of cancer has been cured by these means, any more 
than there is on record a case of cancer which was 
cured by the Count Mattei blue or white electricities. 
It is possible, perhaps, that the employment of these 
remedies may give some relief in cases of inoperable 
cancer, but the evidenec is totally lacking that the 
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treatment by radium or treatment by the Roen'gen 
rays has ever cured cancer.” 

Salvarsan in the treatment of syphilitic eye a ‘fec- 
tions has been highly recommended in influeiitial 
quarters as being of great value in these conditions, 
The fact that certain British practitioners are to be 
appointed by the state for its administration clearly 
suggests a danger element, though remote, attending 
its use. There is in fact a “very fair death roll” «on- 
nected with the use of the drug. The author re- 
marks: “The vital question thus comes to be: Is 
this treatment so overpoweringly superior to any 
other that we are justified in running the risk? Is 
salvarsan or neosalvarsan so immeasurably superior 
to mercury that we are justified in running a niod- 
erate percentage of risk? If it were proved that 
these new drugs are infallible remedies for this ter- 
rible disease I would answer that question in the 
affirmative.” 

Fergus then cites four cases in which the organ of 
vision was involved by syphilitic disease otherwise 
than by keratitis and in all of which salvarsan or neo- 
salvarsan had been used. 

Case 1. An officer consulted the author for acute 
iritis some six years ago. He was put on mercury 
and atropine and the condition steadily improved. 
Hearing of salvarsan he was anxious to try the new 
remedy which was duly administered to him. There- 
after a Wassermann test was taken and proved neg- 
ative and the patient pronounced permanently cured. 
Ten months afterwards the patient reappeared com- 
plaining of pains in his lower extremities. The Was- 
sermann test was again positive. 

Case 2. A patient came complaining of defective 
vision in the left eye which proved to be a slight 
optic neuritis. The patient admitted having syphilis. 
He wished to try the new treatment for lues, salvar- 
san. The injections were duly given and after the 
Wassermann reaction was found to be negative he 
was pronounced cured. Within six months the pa- 
tient returned with an acute iritis which yielded 
readily to treatment with mercury. There had been 
no chance for reinfection. 


Case 3. The patient when first seen had symptoms 
of well-marked paralysis of the external rectus mus- 
cle of the right eye. He had many years previously 
acquired syphilis and now was placed upon mercury 
by the mouth and by inunctions and made a thorough- 
ly good recovery. Hearing of neosalvarsan as a rem- 
edy which would entirely remove syphilis from his 
system he later consulted a practitioner who admin- 
istered it to him. Two years after this he returned 
to the author complaining of complete blindness of 
the left eye. He remarked that the usual acuity of 
the left eye was good until after this drug had been 
employed. “The administration of the drug may have 
had nothing to do with the onset of this atrophy, but 
in view of the facts which we know about soamin 
which was previously supposed to be a perfect and 
safe cure for syphilis, the onset of the atrophy could 
not but raise suspicions,” comments the essayist. 
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Case 4. This case had had no fewer than eight 
injections. The first four were given in July and 
August, 1916, and the last in March and April, 1917. 
In August, 1917, he attended the oculist, who found 
that the patient complained of diplopia due to com- 
plete paralysis of the internal rectus muscle of the 
right eye. There was a slight dilatation of the right 
pupil, the visual acuteness of the eye being 6-12. 
There were also symptoms of spinal sclerosis. “It 
was quite evident that in this case the drug had not 
so relieved him of the protozOon as to prevent nerves 
hitherto unattacked becoming affected.” 

Case 5. The patient received five injections in 
Sydney about the month of February, 1916. A Was- 
sermann was done and he was pronounced perfectly 
free from the disease. In July of this year he was 
admitted to the Fourth Scottish General Hospital 
with acute choroido-iritis of the left eye, Professor 
Muir pronouncing the Wassermann to be again posi- 
tive. 

In concluding his monograph the author states: 
“My experience of syphilis is small. One swallow 
does not make a summer, and five even such striking 
cases as the above do not entitle one to do more than 
hold his opinion in reserve, but that I certainly am 
doing. I would suggest, however, that all cases in 
which the drug has been used should be registered 
and followed up for some years. If the drug is more 
efficacious than mercury and more lasting in its re- 
sults and does not cause any ulterior damage, then it 
may be justifiable to run the risk; but if not, then it 
should not be used.” 


Paut D. BrerrisForp. 


SYPHILIS OF THE INNER EAR AND EIGHTH 
NERVE: George W. Mackenzie (American Journal 
of Syphilis, February, 1918), states that reliable sta- 
tistics show that from 30 to 60 per cent of congeni- 
tally syphilitic children are deaf. Syphilis is a far 
greater cause of deafness than is ordinarily supposed; 
52 per cent of the cases having lesions of the eighth 
herve give positive Wassermann reactions. The 
eighth nerve being the least resistant to the syphilitic 
poison of all the cranial nerves, practically all cases 
of bilateral internal ear or nerve deafness in adults, 
excluding fractures of the skull and meningitis, are 
syphilitic. 

Both sides are attacked suddenly, the condition pro- 
gressing rapidly to complete deafness. Congenital 
cases show a more gradual onset of the deafness. 

Syphilis may affect the nerve or inner ear alone or 
in combination. It affects the nerve directly by a 
neuritis or indirectly by pressure through narrowing 
of the bony canal, intracranial gumma or basilar men- 
ingitis. 

Involvement of the inner ear or nerve has been 
recorded as early as the seventh day following an 
initial lesion. 


Previous or present suppurative or adhesive pro- 
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cesses favor early or active syphilitic involvement of 
the inner ear. 

The order of the attack in hereditary lues in the 
very young is first the meninges, then the nerve, and 
eventually, if the case survives, the inner ear. 


E. L. WARREN. 


THE DIAGNOSTIC, PROGNOSTIC, AND THERA- 
PEUTIC VALUE OF LUMBAR PUNCTURE IN 
SPINAL INJURIES: Neuhof (Archives of Diagnosis, 
Vol. X, No. 2), calls attention to the importance of 
lumbar puncture in the diagnosis of spinal injuries. 
Its main value lies in the demonstration of the pres- 
ence or absence of blood in the spinal fluid. The au- 
thor believes that the presence of blood in the spinal 
fluid (especially if upon repeated punctures there is 
evidence of continuatien of bleeding) is a definite in- 
dication for operation. In the First Surgical Service 
of Bellevue Hospital, lumbar puncture is employed as 
a routine measure in all cases of injury to the back. 
Frequently, blood in the spinal fluid was the only 
definite evidence of vaguely suspected spinal injuries. 
A diagnosis can be made fairly accurately, even when 
the patient is in a semi-comatose condition. 

The group of cases, in which blood in the spinal 
fluid is of great diagnostic help are: 

1. Suspected spinal injury in individuals suffer- 
ing from acute or subacute alcoholism. 

2. Suspected injury in patients in coma or in con- 
fused mental states. 

3. Injuries suspected in cases of hysteria. 

It must be borne in mind that bloody spinal fluid 
may be also due to a skull injury or accidentally at 
the time of lumbar puncture. The therapeutic value 
of the withdrawal of subdural collection of bloody 
fluid is evident. In cases with marked hemorrhage, 
the author advises repeated washings and irrigation 
of the spinal canal with sterile saline solutions until 
the return flow is no longer colored. He reports one 
case so treated with a decided immediate improve- 
nent. 

E. M. Hames. 


PASTEURIZATION OF MILK SUPPLY: 


J. A. 


Boudoin (Public Health Jour., Vol. IX, No. 1), be- 
lieves that one of the most pressing duties of the 
hour is to preserve as many units as possible to 
make up for the great losses of war. A most grave 
loss is through infant mortality and the important 
causes of infant mortality are: 

1. Prenatal influences (alcoholism, syphilis, over- 
worked mothers, etc.). 

2. Gastroenteritis due to (a) decrease in breast- 
feeding and increase in artificial feeding, mostly cow’s 
milk; (b) unhygienic feeding, irregularity, etc.; (c) 
summer heat and poor housing; (d) general hygiene: 
of the baby. 

3. Diseases of the respiratory tract. 

4. Contagious diseases. 

5. Tuberculosis. 
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Gastroenteritis takes the heaviest toll of deaths 
and this can be reduced by improvement of the milk 
supply and education of the mothers. The best way 
to safeguard the milk supply is through pasteuriza- 
tion. This method properly conducted kills all the 
germs of communicable diseases of man which can 
be transmitted through milk. Many cities are not 
adequately provided with this important means of 
improving their milk supply or do not carry it out 
properly. 


The writer found through his questionaire that in 
the last decade the number of cities using pasteuriza- 
tion had increased from 8 to 34, and the percentage 
of raw milk sold dropped from 95.3 to 29.69, while 
the percentage of pasteurized milk sold rose from 
47.7 to 70.31, a rapid increase in the proportion of 
pasteurized milk. Minneapolis and St. Paul each re- 
port 60 per cent of their milk supplies pasteurized in 
1916. In Minneapolis two of these plants are located 
in the producing area and 16 in the city proper. In 
St. Paul 5 plants are located in the city. It is im- 
portant to pasteurize as near the time of production 
as possible. 


In all the cities examined, except Detroit, pasteur- 
ization is made by the dealers. In 10 of the 32 cities 
it is controlled by the city. The milk averages 15 
hours old when pasteurized and 31 when received by 
the consumer, 


The average bacterial count of the milk supplies 
of these 32 cities is most interesting. It is as fol- 
lows: Raw milk, certified, 11,946; not certified, 203,- 
500; pasteurized milk, before pasteurization, 4,541,- 
000; after, 39,727; when delivered, 82.644. This table 
admits of the deductions (1) that a reduction of 99.13 
per cent is obtained in the bacterial count as a re- 
sult of pasteurization, (2) the bacterial content has 
been reduced 98.19 per cent at delivery by this meth- 
od of control, (3) the count of pasteurized milk at 
delivery is 59.34 per cent lower than that of not cer- 
tified raw milk. (The individual tables for cities 
show that required standards are given in many in- 
stances instead of actual counts. This, of course, 
might lower the figures for averages). 


An average decrease in infant mortality is noticed 
in the 12 cities using pasteurization for a part of 
their supply and from which figures were obtained is 
29.82 per thousand births. 


The average decrease in infant mortality in the 3 
cities provided with municipal nurses in connection 
with baby welfare work and from which figures were 
obtained is 28.325 per thousand births. 


When bcth nurses and pasteurization are utilized 
the reduction has been 35.8. The writer concludes 
that a system of education through the visiting nurse 
and the pasteurization of the milk supply is the 
framework of the methods in the attempt to reduce 
infant mortality, and strongly recommends it to all 
cities. 

Cuares E. Smirn, Jr. 


PROGRESS IN MEDICINE AND SURGERY. 


THE RECOGNITION AND TREATMENT OF In. 
TESTINAL DIVERTICULA: Dudley Roberts (Sirg,, 
ryn. and Obs., Vol. XXVI, No. 2), says that every 
“pot-bellied” individual over sixty should be uider 
strong suspicion of having multiple diverticula of 
the colon, particularly if there is a history of jong 
standing constipation and lower abdominal discom- 
fort. Surgeons have learned that acute diverticu- 
litis and peridiverticulitis are by no means rare. Ra- 
diography now makes possible the recognition of the 
presence of these diverticula by daily studies of the 
colon, stereoscopic plates, satisfactory intensifying 
screens and proper degree of opaqueness of the ene- 
ma. An analysis of twenty-four cases is given in de- 
tail. 

According to the author medical treatment of di- 
verticula has proved to be exceedingly satisfactory. 

Laxatives should be avoided as they produce ab- 
normal pressure in the colon and fluid faeces to fill 
the pockets. In spite of the lond-standing constipa- 
tion, it is usually found that the bowels will move 
satisfactorily on a vegetable diet, plus daily doses of 
agar and the mineral oils, or the more solid petro- 
latum jelly. If necessary, small injections of warm 
oil may be used immediately preceding the time for 
defaecation. 

Large doses of bismuth weekly, one ounce in emul- 
sion or buttermlik, is exceedingly useful. In such 
doses it is seldom constipating, sometimes being ac- 
tually laxative. Something must fill these pockets, 
and a non-toxic, unabsorbable, bland substance would 
seem to be preferable to putrefactive faeces. 


In cases with sigmoidoscopic evidence of subacute 
catarrhal inflammation, injections of eight ounces of 
a 10 per cent solution of gelatin introduced into the 
sigmoid at a temperature of 120° F. have been found 
to be excellent. 


In a few cases, severe spasm of a particular sec- 
tion or the entire colon, attended with very severe 
pain, has made necessary the use of anti-spasmodics 
as bromides, belladonna, veronal and luminal. 


Surgery is indicated for the sequellae—rupture 
with acute localized peritonitis, peridiverticulitis with 
obstruction, and cancer. 


GEorGE. E.art.. 


THE OPERATIVE INDICATIONS IN HOUR- 
GLASS STOMACH: Downes (Surg., Gyn. and Obs., 
Vol. XXVI, No. 1), states that before the Roentgen 
ray came into general use as an aid to the diagnosis 
of stomach lesions, hour-glass contraction was con- 
sidered to be somewhat of a novelty and was usually 
discovered after the abdomen had been opened. The 
information gained by the surgeon through the use 
of the X-ray is of great assistance in determining the 
operative procedure best suited to a given case. 

The one absolute requirement of any operation em- 
ployed in the treatment of hour-glass contraction is 
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the relieving of the symptoms due to obstruction. It 
is of great advantage to use a method by which the 
ulcer or the cicatrix of a healed ulcer can be excised. 
This, however, is not always possible as these cases 
usually are seen in a state of weakness caused by 
inability to take or retain sufficient food. 


Downes points out that at least four procedures, 
i. e. gastroenterostomy, gastroplasty, gastrogastros- 
tomy and mediogastric resection or resection in con; 
tinuity, are available in the treatment of hour-glass 
contraction. Pylorectomy should be added as the 
method to be adopted if the contraction is near the 
pylorus, thus forming a small distal pouch. 

Gastroenterostomy is the operation most generally 
used for the relief of this condition and as a rule the 
intestine should be anastomosed to the cardiac pouch. 
This operation is indicated in cases in which the con- 
stricted area is of wide extent and in those where 
adhesions prevent mobilization of both pouches. 

Gastroplasty has a limited field in the treatment 
of hour-glass contractions due to the fact that it is 
suitable only for cases in which the pouches are mov- 
able, their walls free from induration and the con- 
stricted area narrow. It may be combined with py- 
loroplasty or gastroenterostomy if there is a stenosis 
of the pylorus. The result in this group of cases was 
most satisfactory. 

Gastrogastrostomy is especially adapted to the 
cases in which the stomach is adherent along the 
lesser curvature to the liver, in which the pouches 
are relatively large, nearly equal in size, and can be 
approximated at their dependent portions. Downes 
had good results from this procedure. 

Mediogastric resection is the ideal operation of 
hour-glass deformity of the stomach provided the 
pylorus is not stenosed. The ulcerated area, active 
or quiescent, as well as the constricted portions of 
the stomach wall, is removed by this method. The 
end results have demonstracted the value of this 
method. 

Downes points out from his study of the subject 
that each of the four operative procedues above men- 
tioned gives equally good results provided the cor- 
rect one is applied in a given case, and is executed 
in a proper manner. 

E. M. Jones. 


CONTROL OF VENEREAL DISEASE: E. H. 
Marsh (Pub. Health Jour., Vol. XIX), says that re- 
perts of the U. S. Public Health Series show that 
there occur annually in the United States, two and 
one-half million cases of venereal disease. The Sur- 
seon General of the U. S. Army shows the ratio of 
venereal disease among civilians of military ages 
(21-31) inducted into the national army by draft to 
be at times 288 per thousand. These figures show 
how important are venereal diseases from the stand- 
point of public health and how enormous is the task. 
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Logical steps: Provide laboratory facilities and 
train doctors to use them, 

Pass laws. (1) Applicant for marriage license to 
sign statement not had venereal disease in the last 
5 years but if has had, then has had laboratory tests 
which show negative findings. (Useless but has edu- 
cational value). 

(2) Advertisements of venereal remedies or quack 
institutions to be illegal. 

(3) Venereal disease—contagious. 
ingly. Give pamphlet of education. 

Venereal Diseases Problem is a public health prob- 
lem and must be rated as typhoid, etc., because each 
venereal disease is a potential menace to health of 
public until cured. Establish dispensaries and see 
that hospitals take such patients. Standardize dis- 
pensaries and hospitals. 


Treat accord- 


Educate physicians that laboratory methods are 
necessary. 

Teach patients that the cure of venereal disease is 
a serious matter of individual health as well as pub- 
lic health. 

Use meetings, booklets, 
spondents, newspapers. 

Health Departments. 

Follow up work. 


exhibits, notices, corre- 


Find carriers and cure them. 


In armies in Europe today more men are incapaci- 
tated by venereal disease than any other way. 

In our own army for years highest known admis- 
sion rate of venereal disease of any army has ex- 
isted. Furthermore, ratio of venereal disease among 
men of military age in U. S. is over three times as 
high as that in the regular army. 

Only by the combined efforts of all agencies and 
all known utilities of control can we hope to cope 
with the situation. 


CA ARLES E. Smit, Jr. 
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NEUROSYPHILIS. Case History Series, 1917. (By 
E. E. SourHarp, M. D., Sc. D., and H. C Sotomon, 


M.D. Published by W. M. Leonard, Boston. 

$5.00.) 

In this volume, the author discusses his cases of 
neurosyphilis in a manner resembling to a great ex- 
tent that followed by him in his daily staff rounds at 
the Psychopathic Hospital. His large experience en- 
ables him to draw from a great variety of material. 
After taking up the nature and forms of neurosyphilis 
and their systematic diagnosis he devotes chapters 
to Puzzles and Errors, Medicolegal relationships, 
Treatment, and finally the Influence of War upon 
Nervous Syphilitic diseases. The book should prove 
most valuable indeed to the man interested in this 
particular subject. 


Price 


J. C. MicHaen. 
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INTERNATIONAL CLINICS. Vol. Il, Twenty-sev- 
enth Series, 1917. (By various authors. Edited by 
H. R. M. Lanois, M. D., Philadelphia, U. S. A. 
Published by J. B. Lippencott Company. Price 
$2.00.) 

Volume II, of the Twenty-seventh Series of Inter- 
national Clinics has a most able list of contributors 
and contains lectures on a wide variety of subjects. 
These lectures are written in a very instructive and 
fascinating style and give the last word upon the 
subjects considered, often in terse sentences, as in 
the clinics on Vertigo: “vertigo is essentially an ear 
study.” The lectures on treatment are very sane and 
free from fads especially those on Intravenous Medi- 
cation, the Treatment of Syphilis and of Dementia 
Praecox. The book is well illustrated and closes with 
a historical tribute to Giovanni Maria Lancisi, 1654- 
1720, pathologist, clinician, sanitarian and epidemi- 
ologist. 


B. H. Ocpen. 


GYNAECOLOGY AND PELVIC SURGERY. . (By 
Rotanp E. Skeet, A. M., M. S., M. D., Associate 
Clinical Professor of Gynaecology, Medical School 
of Western Reserve University; Visiting Surgeon 
and Gynaecologist to St. Luke’s Hospital, Cleve- 
land; Fellow of American Association of Obste- 
tricians and Gynaecologists; Fellow of American 
College of Surgeons. Published by P. Blakiston’s 
Son and Company, Philadelphia. Price, $3.00.) 

The book is called a “Manual of Gynaecology and 
Pelvic Surgery for Students and Practitioners,” and 
for the price is very satisfactory. It does not pretend 
to and cannot be compared with the operative Gynae- 
cologies that are at present published, but they of 
course cost three or four times as much money as the 
average student would feel like putting into a text- 
book. Its value is in teaching. 


GerorcE EARL. 
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PUBLIC HEALTH NURSING. (By Mary Sewatr 
GarpNeErR, R. N., Superintendent of the Providence 
District Nursing Association, President of the Na- 
tional Organization for Public Health Nursing, 
1913-16. With an Introduction by M. Aberarme 
Nuttinc, Professor of Nursing and Health, and 
Director of Department Teachers’ College, Colum- 
bia University. The McMillan Company, New 

. York, 1916. Price $1.75.) 

Public health nursing is at present passing through 
a stage of such rapid development that it is difficult 
to keep abreast of the times in it. But as it is based 
on such a firm ground of permanent and recognized 
social necessity, closely identified with sanitary and 
medical advance, its future is assured. Nurses are 
now an integral part of the whole public health move- 
ment and the further development of this particular 
branch of nursing is a matter of vital public interest. 

Miss Gardner from a thorough knowledge of her 
subject discusses the public health nursing move- 
ment, giving its history and fundamental principles. 
At length she states its problems and deals with it 
from the nurses’ viewpoint. She takes up Visiting 
Nursing in Part II and describes the method of or- 
ganizing a Visiting Nurses’ Association. She out- 
lines the duties of the board of managers, the super- 
intendent of nurses, the head nurse and each one un- 
der her, as well as the methods of organization and 
administration. In Part III she deals with the spe- 
cial branches of public health nursing, such as tuber- 
culosis, child welfare, school, industrial, etc. A chap- 
ter on records and statistics is given. 

This book is not a text book, as the author frankly 
states in her preface, but it is hoped it will prove 
helpful to the nurse preparing herself for this branch 
of nursing. It is written from an intimate under- 
standing of the subject and in a style pleasing and 
discussive, but not at‘all pedantic. It is a most at- 
tractive volume to one interested in public health 
work. 

CuaArteEs E. Smiru, Jr. 





ence, and assist in minor operations. 
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POSITION WANTED IN PHYSICIAN’S OFFICE 


Experienced young lady desires position in physician’s office. 
a Minnesota physician for five and one-half years, who is now in military service. 
do any and all work required in a physician’s and surgeon’s office; book work, correspond- 


Know how to operate X-Ray machine and develope 
Address D 2, care Minnesota Medicine, St. Paul, Minn. 


Have been in employ of 
Able to 














